Connections: interventions to promote socialization and engagement among people with dementia by Ham, Pola
Boston University
OpenBU http://open.bu.edu
Theses & Dissertations Boston University Theses & Dissertations
2017
Connections: interventions to
promote socialization and
engagement among people with
dementia
https://hdl.handle.net/2144/23314
Boston University
BOSTON UNIVERSITY 
 
SARGENT COLLEGE OF HEALTH AND REHABILITATION SCIENCES 
 
 
 
 
 
Doctoral Project 
 
 
 
 
 
CONNECTIONS: 
 
INTERVENTIONS TO PROMOTE SOCIALIZATION AND 
 
ENGAGEMENT AMONG PEOPLE WITH DEMENTIA 
 
 
 
by 
 
 
 
POLA HAM 
 
B.A., University of California, Los Angeles, 2010 
M.S., New York University, 2015 
 
 
 
 
 
 
 
Submitted in partial fulfillment of the 
 
requirements for the degree of 
 
Doctor of Occupational Therapy 
 
2017  
  
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
 
© 2017 by 
 POLA HAM 
 All rights reserved  
Approved by 
 
 
 
 
 
 
 
 
Academic Mentor   
 Ellen S. Cohn, Sc.D., OTR/L, FAOTA 
 Clinical Professor of Occupational Therapy 
 
 
 
 
 
Academic Advisor   
 Karen Jacobs, Ed.D., OTR/L, CPE, FAOTA 
 Clinical Professor of Occupational Therapy 
 
  
		 iv 
ACKNOWLEDGMENTS 
I would like to thank Ellen Cohn, my academic mentor, for her advice, endless 
support, and dedication to me and this project. Her contribution of time and ideas made 
my experience productive and stimulating. I can honestly say that I would not be where I 
am today without her relentless support.  
I would like to thank my peer mentors in cohort 19 for their support and 
motivation. Their enthusiasm, help, and encouragement have made this journey a 
rewarding experience.  
I would like to thank Karen Jacobs, my academic advisor, for her advice, kindness, 
and willingness to help me with this project. I am deeply appreciative for her important 
contributions.  
I would like to thank my parents who have shown me unconditional love and 
support throughout life and this professional journey. They have supported me through 
thick and thin, shaped the individual that I am today, and encouraged me to follow my 
dreams. 
I would like to send my great thanks to my best best friend, Gigi, for making this 
professional journey enjoyable and for her brilliant comments and suggestions. 
Finally, I would like to thank my gorgeous 2 cats (yes, I thanked my cats) for 
being a great source of support and humoring me throughout this entire experience. They 
would always become very quiet and listen to the classroom and mentor(s) discussions. 
They always seem to recognize Ellen Cohn’s voice.  
  
		 v 
CONNECTIONS: 
INTERVENTIONS TO PROMOTE SOCIALIZATION AND 
ENGAGEMENT AMONG PEOPLE WITH DEMENTIA 
POLA HAM 
Boston University Sargent College of Health and Rehabilitation Sciences, 2017 
Major Professor: Ellen Cohn, Sc.D., OTR/L, FAOTA, Clinical Professor of 
Occupational Therapy  
 
ABSTRACT 
Behavioral disruptions are highly prevalent, affecting almost all persons with 
dementia at some point during the course of their illness (McConnell, 2014). These 
behavioral disruptions in persons with dementia are commonly associated with decreased 
quality of life in the person exhibiting the symptoms as well as their caregivers (Fauth, 
Zarit, Hofer & Stephens, 2006). The purpose of this doctoral project was to design an 
intervention to promote socialization and engagement among people with dementia. A 
review of evidence-based interventions was conducted to identify effective non-
pharmacological interventions to decrease behavioral disruptions in persons with 
dementia. The most promising interventions for reducing symptoms of behavioral 
disruptions in persons with dementia identified in the literature include music therapy, 
animal-assisted therapy, massage, activities-based interventions, behavioral management 
and combination therapies incorporating two or more of these interventions. 
Incorporating these effective interventions, a new program, Connections, was developed.  
The program includes a series of different daily interventions to be provided in a skilled 
nursing facility over the course of 6 weeks for residents with mild to moderate dementia. 
		 vi 
The Connections program is guided by a person-centered care philosophy and utilizes an 
evidence-based approach. Connections is designed to address the unmet psychological 
needs in people with dementia, such as fear or a sense of loss of control, lack of 
meaningful activities, loneliness and a lack of social interaction and decrease the 
behavioral disruptions.  	  
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CHAPTER ONE: INTRODUCTION 
Nature of the Problem 
The number of persons with dementia worldwide is expected to increase and 
double every 20 years; by 2040, it is estimated that 81.1 million people around the globe 
will be affected by dementia (Ferri et al., 2006). The care of elderly persons with 
dementia is an increasingly important health concern as this population gradually loses its 
ability for independent living (Small, Froggatt, & Downs, 2007). Persons with dementia 
may start to behave differently as their condition progresses. They often lose their ability 
to express themselves before they lose their ability to understand (Cohen-Mansfield & 
Billig, 1986). Behavior becomes a means of communication. They may develop 
behaviors that are challenging and distressing for carers, themselves and others around 
them. These out-of-character behaviors can be difficult to understand, are often caused by 
confusion and distress, and may indicate underlying needs. Behavioral disruptions are 
highly prevalent, affecting almost all persons with dementia at some point during the 
course of their illness (McConnell, 2014).  
Research by Banerjee et al. (2009) has found an association between behavioral 
disruptions and low reported quality of life. Behavioral disruptions can have negative 
outcomes on the health of the person with dementia, including injury, hospitalization and 
reduced quality of life (Banerjee et al., 2009). If behavioral disruptions in persons with 
dementia are left untreated, these behaviors can accelerate disease progression, worsen 
functional decline and quality of life, cause significant caregiver distress, and result in 
earlier nursing home placement (McConnell, 2014). 
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All people need to be able or enabled to engage in the occupations of their need 
and choice, to grow through what they do, and to experience independence or 
interdependence, equality, participation, security, health, and well-being (Wilcock & 
Townsend, 2008). Dementia decreases a person’s ability to participate in activities of 
daily living and meaningful activities, thus, decreasing quality of life (Dooley & Hinojosa, 
2004). Enhancing function, promoting relationships and social participation, and finding 
ways for those with dementia to enjoy life are the keys to successful occupational therapy 
intervention (Scholzel-Dorenbos & Olde Rikkert, 2010). Providing education for the 
family, care providers, and clients (as they are able to understand), and promoting the 
person’s strengths, will ensure that those with dementia and their caregivers have the 
support needed to live life to its fullest (AOTA, 2012). 
Approach to Address the Problem 
Evidenced-based and theory driven research will be conducted to identify 
effective non-pharmacological interventions that reduce behavioral disruptions in persons 
with mild to moderate dementia. After the extensive review of studies focused on 
effective non-pharmacological interventions to reduce behavioral disruptions in persons 
with dementia, an intervention program will be designed. The intervention program will 
provide people with dementia opportunities to make choices and actively engage in 
preferred occupations. By identifying what is meaningful to the person, he or she will 
become more engaged in the activity (Gitlin, Winter, Dennis, Hodgson, & Hauck, 2010). 
A person-centered approach will be utilized during the intervention program to focus on 
the person’s strengths and abilities rather than on the losses or the condition. The whole 
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person will be considered and he or she will be at the center of the caring process. 
Utilizing a person-centered care approach will help the provider engage the person with 
dementia in the enjoyable experiences.  
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CHAPTER TWO: THEORETICAL AND EVIDENCE BASE 
Theoretical and Conceptual Frameworks  
Person-Centered Care Approach 	
For too long, people have been defeated by a sense that because dementia is a 
wide range of symptoms typically characterized by a loss of cognitive ability, impairment 
in memory, and brain changes severe enough to interfere with everyday functioning, 
nothing could be done to help individuals who have dementia (Alzheimer’s Association, 
2015). Kitwood (1997a), pioneer of the person-centered approach to care for persons with 
dementia, proposed the term “personhood” to raise awareness of the importance of 
respect in caregiver relationships. According to the Dementia Initiative (2013), 
personhood can be defined as “a standing or status that is bestowed upon one human 
being, by others, in the context of relationship and social being…implying recognition, 
respect and trust,” (p. 4) while the aim of dementia care is “to maintain personhood in the 
face of the failing of mental powers” (p. 10). Kitwood strongly emphasized that, “person-
centered care is founded on the ethic that all human beings are of absolute value and 
worthy of respect, no matter their disability, and on a conviction that people with 
dementia can live fulfilling lives” (Dementia Initiative, 2013, p. 12). Person-centered care 
focuses on the individual’s strengths and abilities rather than losses or the condition.  
The current bio-medical approach to healthcare focuses almost exclusively on the 
physical condition of the individual. However, health and well-being are more than the 
physical condition and include the psychosocial aspects of the individual. Thus, the goal 
of person-centered care for people living with dementia is “to affirm the person’s value as 
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a human being; be attuned to the person’s subjective experience of living with dementia; 
address the person’s psychological needs; and ensure that interpersonal interactions and 
care processes enable and affirm rather than demean or diminish the person” (Downs, 
2013, p. 53). A growing body of empirical evidence indicates that person-centered 
practices are “more pleasant to experience, help to optimize health and well-being 
outcomes and result in higher satisfaction” (Dementia Initiative, 2013). Person-centered 
care considers the whole person and puts him or her at the center of the caring process.   
 Kitwood developed a model of psychological needs and well-being in dementia 
(Kaufmann & Engel, 2014). He stated that people with dementia, like all people, have 
five psychological needs: attachment, comfort, identity, inclusion and occupation. 
Attachment provides reassurance for a person who may have had lost several bonds of 
security. Attachment is especially important for those suffering the uncertainties of 
dementia. Comfort is likely to be especially important when a person is dealing with a 
sense of loss, such as bereavement, failing abilities, ending of long established way of life. 
Comforting a person provides a kind of warmth and strength that might enable them to 
remain in one place when they are in danger of falling apart. Identity is to know who one 
is, in cognition and feeling. As humans, our identity is conferred by others with the 
messages given through body language, tone of voice, words chosen and the level of 
respect given. Inclusion is needed for those without a way to be socially active. If 
inclusion is lacking for a person with dementia, attention seeking behaviors may surface, 
such as clinging, hovering, various forms of protect and disruption. Occupation means to 
be involved in the process of life in a way that it is personally significant, drawing on the 
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person’s abilities and powers. Those who care for people with dementia need to consider 
finding ways to fulfill these needs everyday.  
The person-centered approach to care posed a direct challenge to the prevailing 
belief that dementia led to a poor quality of life (Vesselinova, 2013). Rather than viewing 
behavior as a consequence of neurological deterioration, behavioral disruptions in 
persons with dementia are viewed as a failure to understand the person’s experience or 
maladaptive care practices. Person-centered care promotes and supports an environment 
of care that reflects choices given to the person with dementia for as long as possible 
throughout the illness trajectory (Whitlach, 2013).  
The person-centered approach emphasizes three core values: every person has 
his/her own philosophy of life; every person continues to have strengths; and that people 
with dementia may be best served if others can “enter the world” of the person living 
with dementia (Vesselinova, 2013).  This person-centered approach is based on the belief 
that every person has a unique personality and character, history, interests, personal 
preferences, and needs to continue to experience life at all stages of dementia. Using a 
person-centered approach will help the provider engage the person with dementia in the 
enjoyable experiences and can be an effective way of preventing and managing 
behavioural symptoms associated with dementia (Chenoweth et al., 2009). A failure to 
allow the person with dementia to take part in the experiences that he or she enjoys will 
lead to a decreased quality of life for that person (Terada et al., 2013) When using a 
person-centered approach, it is recommended that practitioners focus on the strengths of 
the person living with dementia rather than the abilities and capabilities that have been 
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diminished or lost. Focusing on a person’s strengths draw on his/her past as well as 
his/her current situation and future priorities. Entering “the world” of the person living 
with dementia will help others to better understand, communicate with, and interpret the 
meaning of the behavioral expressions of the person with dementia. A lack of knowledge 
of the person behind the diagnosis will result in a decreased level of care and support, 
which will eventually decrease the quality of life in persons with dementia (Maslow, 
2013).  
 A study by Terada et al. (2013) found that lack of person-centered care is related 
to lower quality of life for residents with dementia living in long-term care facilities. If 
those providing care believe that a diagnosis of dementia means a loss in personhood of 
the individual, the context of care and services may be reduced to providing only basic 
care for physical needs (Sloane et al., 2005). Lack of attention to the personhood needs of 
the individual reduces the quality of care with persons with dementia. (Ervin & Koschel, 
2012). 
Overview of the Problem 
Although memory loss and cognitive deficits are the defining symptoms of 
dementia, behavioral disruptions are the most difficult aspect of ongoing care (Gormley, 
Lyons, & Howard, 2001). Behavioral disruptions are highly prevalent, affecting almost 
all persons with dementia at some point during the course of their illness (McConnell, 
2014). Behavioral disruptions may include verbal agitation such as yelling, physical 
disturbances such as striking a nursing staff/caregiver, repetitive behaviors such as 
repeating a sound, a word, a question, or an action (for example, tapping fingers), 
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wandering or acts of sexual disinhibition such as inappropriate touching of self and others  
(Braun & Kunik, 2004). These behavioral disruptions in persons with dementia are 
commonly associated with decreased quality of life in the person exhibiting the 
symptoms as well as their caregivers (Fauth, Zarit, Hofer & Stephens, 2006). Figure 2-1 
shows factors that contribute to behavioral disruptions in persons with dementia. 
Lack of meaningful activities: The majority of persons with dementia reside in nursing 
homes (Cohen-Mansfield & Mintzer, 2005). Cohen-Mansfield, Dakheel-Ali, and Marx 
(2009) reported that nursing home residents spent the majority of their time not engaged 
in any meaningful activity, either structured or social. Prolonged lack of stimulation can 
be “particularly detrimental to persons in nursing homes who suffer from dementia as it 
magnifies the apathy, boredom, depression, and loneliness that often accompany the 
progression of dementia” (Cohen-Mansfield, Dakheel-Ali, and Marx 2009).  
Unmet psychological needs: Frequently unmet psychological needs include loneliness, 
lack of social interaction and boredom (Ervin, Cross, & Koschel, 2014). A study by 
Meeks and Looney (2011) has shown that residents in long-term care facilities lack social 
contact. Another study documented that 95% of the time, the residents have no contact 
with nursing staff except when being provided specific and basic nursing care (Teri, 
Logsdon, & McCurry, 2002). This lack of social contact in residents with dementia can 
result in behavioral challenges, such as wandering, agitation, verbal and physical 
aggression, which decrease the quality of life in the residents (Scholzel-Dorenbos & Olde 
Rikkert, 2010).  
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Fear or a sense of loss of control: Persons with dementia may become fearful of no 
longer recognizing places, people or purpose. They may also feel as if they have a loss of 
power and control in life, while also realizing the loss of their mental capacities (Ervin, 
Cross & Koschel, 2014). These feelings of fear and a sense of loss of control can cause 
agitation, aggressive behaviors and repetitive behaviors, such as repeating a sound, a 
word, a question, or an action (for example, tapping fingers) (Braun & Kunik, 2004). The 
person may also become restless and pace around the room. These repetitive behaviors 
may be viewed as an attempt by a person with dementia to assert his/her presence, seek 
attention and/or express anger and frustration regarding his or her perceived loss of 
control (McConnell, 2014). The sense of fear or loss of control may diminish the overall 
quality of life in persons with dementia.  
The factors described above are hypothesized to exacerbate behavioral disruptions 
in persons with dementia. Residents with dementia in long-term care facilities experience 
more decline in their ability to perform daily activities than cognitively intact residents 
and are dependent on staff for assistance with these activities (Cassie, 2012). 
Consequently, annual health care costs for residents with dementia are much higher than 
costs for residents without cognitive challenges (Wancata et al., 2003). The main reason 
for the increased costs is residents with dementia are more likely to exhibit behavioral 
disruptions, which are problematic to both residents and nursing staff because they are 
associated with injuries, hospitalization, decreased quality of life and staff stress and 
burnout (Kales et al., 2005). Staff stress and burnout are related to job dissatisfaction and 
staff turnover, which is considered costly given the expense of recruiting and training 
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new staff. For residents with dementia experiencing behavioral disruptions, the cost of 
their care is three times higher than that of other nursing home residents (Ahn & Horgas, 
2013).  
Behavioral disruptions also have significant consequences for the staff, such as 
increased demands on staff resources, which can result in staff stress or burnout due to 
the intense staff supervision needed to prevent falls or elopement. A study by Allen-
Burge, Stevens & Burgio (2009) documented that physical aggression, including pushing, 
spitting, grabbing, kicking, and hitting, are associated with staff burnout and turnover. 
Recent research provides evidence that untreated behavioral symptoms are associated 
with faster disease progression and decreased quality of life in persons with dementia 
(Rabins et al., 2011).  
 
Figure 2-1. Explanatory Model 
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The following four questions have guided the search for evidence related to each 
component of the proposed model: 
Is there evidence that behavioral disruptions among persons with dementia 
interfere with quality of life? 
Is there evidence that a lack of meaningful activities for persons with dementia 
lead to a decreased quality of life? 
Is there evidence that unmet psychological needs in persons with dementia lead to 
a decreased quality of life? 
Is there evidence that fear or a sense of loss of control in persons with dementia 
lead to a decreased quality of life? 
The majority of persons with dementia reside in nursing homes (Cohen-Mansfield & 
Mintzer, 2005). Cohen-Mansfield, Dakheel-Ali, and Marx (2009) reported that persons 
with dementia in a nursing home spent the majority of their time not engaged in any 
meaningful activity, either structured or social. Prolonged lack of stimulation can be 
“particularly detrimental to persons in nursing homes who suffer from dementia as it 
magnifies the apathy, boredom, depression, and loneliness that often accompany the 
progression of dementia” (Cohen-Mansfield, Dakheel-Ali, & Marx, 2009). A study by 
Roland & Chappell (2015) found that connection to others is the most commonly listed 
reason why an activity is meaningful, highlighting how positive social interactions and 
support from the community and family may diminish some of the negative impacts of 
dementia. Even with progressing memory loss, meaningful activities enable the person 
with dementia to connect with others, practice communicating effectively, deal with 
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memory loss problems, foster appropriate behavior, improve/maintain functional 
performance and improve quality of life (Roland & Chappell, 2015). A limitation to the 
study is that it was unable to address the perspectives of the person with dementia on 
activity. However, the large sample of family caregivers contributed their unique voices 
on the meaning of activity for persons with dementia. In the context of dementia, an 
activity is considered meaningful when it enables a person to remain involved in 
everyday activities and personal relationships.  
A qualitative study by Harmer & Orrell (2008) stated that the main factors that 
made activities meaningful for persons with dementia appeared to be based on values and 
beliefs related to their past roles, interests and routines. Activities such as a reminiscence 
group or musical activities that addressed their psychological needs and made them feel 
valued, stimulated and included also contributed to the meaningfulness of activities. A 
limitation to the study is that it would have been more useful to have more evidence on 
the value, benefits and most effective methods of enabling people with dementia to 
engage in reminiscence, music, family and social activities. Without meaningful activities 
that the persons with dementia can engage in, they will experience a decreased quality of 
life (Foidel, 2014). Part of human nature is to seek out meaningful activity, which can 
provide structure to life and meaning to individuals, enable opportunities for pleasurable 
experiences, improve quality of life and promote well-being and health (Harmer & Orrell, 
2008). Meaningful activity is central to well-being in persons with dementia. 
Despite many provisions of care directed toward improving quality of life, 
persons with dementia have unmet psychological needs. Unmet psychological needs of 
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persons with dementia were associated with psychological problems and behavioral 
disruptions, which increased risk for institutionalization (Scholzel-Dorenbos & Rikkert, 
2010). Frequently unmet psychological needs include loneliness, lack of social 
interaction and boredom (Ervin, Cross, & Koschel, 2014). A study by Meeks and Looney 
(2011) has shown that persons with dementia in long-term care facilities lack social 
contact. Residents spent only about a third of the time they were observed actively 
engaged or interested in activities. Nursing homes provide limited opportunity for 
meaningful social engagement. A limitation to the study is that observations of residents 
occurred during the times of the day most likely to capture organized group activities, 
and least likely to capture routine care such as dressing, bathing and mealtimes. Another 
study documented that 95% of the time, the persons with dementia living in nursing 
homes have no contact with nursing staff except when being provided specific and basic 
nursing care (Teri, Logsdon, & McCurry, 2002). This lack of social contact in persons 
with dementia can result in behavioral disruptions, such as wandering, agitation, verbal 
and physical aggression, which decrease their overall quality of life (Scholzel-Dorenbos 
& Olde Rikkert, 2010). Social contact and meaningful engagement in activities are 
imperative for promoting quality of life and reducing behavioral disruptions in persons 
with dementia.  
Persons with dementia may become fearful of no longer recognizing places, 
people or purpose. They may also feel as if they have a loss of power and control in life, 
while also realizing the loss of their mental capacities (Ervin, Cross & Koschel, 2014). 
According to Steeman, De Casterle, Godderis, & Grypdonck (2006), loss of control is 
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one prominent consequence that can affect many aspects of life, such as ability to act, 
which leads to feelings of incompetency, which may hinder a person in further engaging 
in meaningful tasks. Memory decline often causes loss in many domains of life, including 
one’s identity. Being a meaningful member of society, feeling secure and having 
autonomy are threatened. Thereby, the person with dementia may feel frustration, 
uncertainty and fear, which may be exhibited by repetitive behaviors, such as pacing 
around the room. These repetitive behaviors may be viewed as an attempt by a person 
with dementia to assert his/her presence, seek attention and/or express anger and 
frustration regarding his or her perceived loss of control (McConnell, 2014). A limitation 
to the study by Steeman, De Casterle, Godderis, & Grydonck (2006) is that the review 
was limited to a meta-synthesis of qualitative studies. A synthesis on quantitative 
research findings concerning quality of life issues for people with dementia might 
provide valuable complementary information to enhance the understanding of important 
aspects of life with dementia. 
In an exploratory study, Ostwald, Duggleby, & Hepburn (2002) used thematic 
analysis to interpret short, videotaped speech samples produced by persons with dementia 
in response to the question, “How have things been going for you lately?” They found 
that persons with dementia experience feelings of isolation, fear that they are no longer 
part of the family and fear of desertion. Over 54 percent of people with dementia were no 
longer taking part social activities. Additional research needs to be conducted to better 
understand how persons with dementia attempt to manage their illness. Staying connected 
and taking part in activities helps a person with dementia feel less isolated. As many as 
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70 percent of persons with dementia have symptoms of anxiety (i.e., they feel anxious, 
fearful, apprehensive, angry, agitated, restless, paranoid). People with these affective 
symptoms were also most likely to have behavioral problems, including wandering, 
sexual misconduct, hallucinations, verbal threats and physical abuse, and difficulties with 
activities of daily living (Ostwald, Duggleby, & Hepburn, 2002). People requiring 
assistance with a greater number of ADL tasks were also more likely to be anxious than 
those requiring less assistance. The sense of fear or loss of control may diminish the 
overall quality of life in persons with dementia.  
The factors described above, fear or a sense of loss of control, lack of meaningful 
activities and unmet psychological needs, are hypothesized to exacerbate behavioral 
disruptions in persons with dementia. There is sufficient evidence to claim that each of 
the factors contribute to behavioral disruptions in persons with dementia, thereby 
decreasing quality of life. The distinct factors may also be interrelated and influence each 
other. A few of the studies above have shown that a high prevalence of unmet 
psychological needs for persons with dementia pertain to the need for engagement in 
meaningful activities. Additionally, from a psychodynamic perspective, a few of the 
studies mentioned above describe the fear or sense of loss of control that persons with 
dementia experience and how it affects their behaviors and overall quality of life. Persons 
with dementia, just like any other person, need to have a sense of control in their lives, be 
engaged in meaningful activities and have their psychological needs, such as social 
contact, be met in order to experience fulfilling, satisfying lives. Congruent with the 
principles of person-centered care, the psychological needs and interpersonal interactions 
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with persons with dementia need to be addressed by healthcare professionals. Using a 
person-centered approach may help the healthcare professional engage the person with 
dementia in enjoyable experiences and may be an effective way of preventing and 
managing behavioural symptoms associated with dementia (Chenoweth et al., 2009).   
Residents with dementia in long-term care facilities experience more decline in 
their ability to perform daily activities than residents without cognitive challenges and are 
dependent on staff for assistance with these activities (Cassie, 2012). Consequently, 
annual health care costs for residents with dementia are much higher than costs for 
residents who are cognitively intact (Wancata et al., 2003). The main reason for the 
increased costs is that residents with dementia are more likely to exhibit behavioral 
disruptions, which are problematic to both residents and nursing staff because they are 
associated with injuries, hospitalization, decreased quality of life and staff stress and 
burnout (Kales et al., 2005). Staff stress and burnout are related to job dissatisfaction and 
staff turnover, which is considered costly given the expense of recruiting and training 
new staff. For residents with dementia experiencing behavioral disruptions, the cost of 
their care is three times higher than that of other nursing home residents (Ahn & Horgas, 
2013). Research by Phillips & Diwan (2003) revealed that dementia-related problem 
behaviors play a significant role in the timing of nursing home placement for older people 
with dementia. Those with dementia-related problem behaviors entered nursing homes 
nearly 2 years earlier than those without disruptive behaviors. These behavioral 
disruptions create increased demands on staff resources, which can result in staff stress or 
burnout due to the intense staff supervision needed to prevent falls or elopement. A 
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limitation to the study is that behavioral disruptions may be underestimated because 
behaviors were documented based on caregiver report and case manager observation. A 
study by Allen-Burge, Stevens & Burgio (2009) documented that physical aggression, 
including pushing, spitting, grabbing, kicking, and hitting, are associated with staff 
burnout and turnover.  
Recent research provides evidence that untreated behavioral symptoms are 
associated with faster disease progression and decreased quality of life in persons with 
dementia (Rabins et al., 2011). A literature review conducted by Kales, Gitlin, & 
Lyketsos (2014) found that behavioral disruptions reduce the quality of life in persons 
with dementia. Quality of life was assessed with the Dementia Quality of Life Instrument 
(Dqol), which is divided into three categories and six subscales: aesthetics, frequency of 
feelings, positive affect, negative affect, self-esteem, feelings of belonging, and overall 
quality of life (Ready & Ott, 2003). A study by Cohen-Mansfield & Jacobo (2005) 
concluded that a substantial portion of the behavioral disruptions in persons with 
dementia arise when care does not appropriately address the underlying causes. The main 
focus of dementia care should be on improving overall well-being and addressing the 
needs of the person with dementia, even when those needs are not obvious or articulated.  
A summary of evidence to support the proposed explanatory model can be viewed in 
Appendix A. 
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Previous Attempts to Address the Problem 
The following questions were asked to understand the features of effective non-
pharmacological interventions to decrease behavioral disruptions in persons with 
dementia residing in skilled nursing facilities: 1) What interventions exist for decreasing 
behavioral disruptions in persons with dementia compared to persons without dementia? 
2) Is there evidence about what features of the intervention are most associated with 
decreasing behavioral disruptions in persons with dementia? 
Appraisal of Current Methods 
Non-pharmacological therapies can be effective in treating the behavioral 
symptoms of dementia. Because available pharmacologic interventions used to treat 
behaviors have modest efficacy at best, are associated with notable risks, and do not 
address behaviors most distressing for families, non-pharmacological options are 
recommended as first-line interventions if necessary, in parallel with pharmacologic or 
other intervention options (Lawlor, 2012). After extensive research on various non-
pharmacological treatment options to reduce behavioral disruptions in persons with 
dementia, the following options provide the most promising results: music therapy, 
animal-assisted intervention, massage and touch, activities, behavioral management and 
combination therapies incorporating two or more therapies. Although the non-
pharmacological treatments have reported benefits in multiple research studies, there is a 
need for further reliable and valid data before the efficacy of these approaches is more 
widely recognized. An appraisal of current methods examining effective interventions for 
decreasing behavioral disruptions in persons with dementia can be viewed in Appendix B. 
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Music Therapy 
A study by Lin et al. (2011) explored the effectiveness of a group music 
intervention designed to minimize agitated behavior in elderly persons with dementia. 
The study reports that group music intervention is effective in alleviating agitated 
behavior in elderly patients with dementia. Participants in the intervention group were 
given a total of 12 sessions of group music intervention (two 30-min sessions/week for 6 
weeks) at the same location. The participants in the control group continued to perform 
their usual daily activities. The music intervention was co-led by two music therapists 
and modified from the protocol developed by Clair and Bernstein. Prior to the music 
intervention, one-on-one interviews were conducted to evaluate participants’ interest and 
fondness for music. In order to conduct music intervention effectively, the researcher 
completed a series of music therapy courses in two university music therapy programs. 
The music therapy sessions began with a song to greet each group participant and staff 
person, calling each by name. The greeting was followed by selections of songs popular 
during the participants’ young adult years and some patriotic songs. In this song segment, 
all participants were encouraged to sing with both music therapists while one music 
therapist accompanied the singing on acoustic guitar. Then each participant was 
presented with two rhythm instruments from which he or she was directed to choose one. 
After choosing instruments, participants’ were instructed to imitate, one at a time, a 
music therapist’s model of several simple rhythm patterns, and to play together in a 
rhythm ensemble. Part of the ensemble playing was accompanied by a music therapist 
singing and playing acoustic guitar, and part was unaccompanied. All intervention 
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sessions were performed at the same location in each nursing facility. The group music 
intervention provided live or recorded music for patients to listen to (passive method) and 
direct involvement of patients through singing or playing an instrument (active method). 
Both passive and active methods have been associated with a reduction of behavioral 
disruptions in people with dementia. This study documented that group music 
intervention is effective in alleviating agitated behavior in elderly patients with dementia. 
The behaviors measured were physically non-aggressive behaviors, physically aggressive 
behaviors, verbally non-aggressive behaviors, and verbally aggressive behaviors. The 
results showed that after the group music intervention, the experimental group presented 
fewer agitated behaviors at the 6th and 12th sessions and at 1 month after cessation of the 
intervention. Reduced verbally aggressive behavior in the group was only noted after the 
6th group music therapy intervention. However, the representativeness and extrapolation 
of the study may be limited because participants were recruited from three nursing 
facilities for the elderly with dementia in Taipei. Staff in Chinese nursing facilities is 
older and have lower education levels in comparison with those in western countries 
(Song, Anderson, Corazzini, & Wu, 2014). Most direct caregivers in urban areas are 
migratory workers from rural areas. Chinese nursing facilities have few qualification 
standards for staff preparation for their roles in nursing facilities. In addition, the 
functional levels of residents in Chinese nursing facilities are higher compared to 
residents of nursing facilities in western countries and family members play important 
roles in caring for residents of nursing facilities. A meta-analysis by Chang et al. (2015) 
found that music therapy is most effective in reducing behavioral disruptions in people 
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with mild to moderate dementia. If the functional level of residents in in the Lin et al. 
study were also in the mild to moderate rate, we may conclude that the functional level of 
older adults with dementia is an important predictor of successful outcomes of music 
therapy interventions.   
A study by Raglio et al. (2008) evaluated music therapy (MT) effectiveness in the 
treatment of behavioral and psychological symptoms of dementia (BPSD) among people 
with moderate to severe dementia. This study and the study by Lin et al. (2011) provided 
intervention in a group context. The Raglio et al. study supports the assertion that MT 
may also be an effective treatment for BPSD in patients with severe dementia. However, 
the criteria for randomization in the Ragilo et al. study were not standardized. In the 
study by Raglio et al. (2008), the essential feature of the music therapy (MT) was a 
nonverbal approach to promote communication among the participants. A nonverbal MT 
approach was chosen, using both rhythmical and melodic instruments to promote 
participants’ communication. Each MT session was videotaped with a fixed camcorder 
on a tripod in a corner of the room. This positioning of the camera aimed to minimize 
possible interferences and inattention related to the presence of a camera. At the end of 
each session, 2 observers, not directly involved in the study, assessed the behaviors of 
each patient by viewing the videotapes. The first part of the observation assessed 2 
possible behaviors: (1) Empathetic behavior: the patients actively participate in MT 
sessions and established an empathetic relationship with the music therapist; (2) Non-
empathetic behavior: both patients and music therapist play musical instruments without 
establishing an empathetic relationship. The second part of the observation assessed the 
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level of acceptance of the MT approach, measured by observing the presence of a smile, 
body movements and singing. A multidimensional assessment (MMSE, Barthel Index, 
NPI) was repeated after 8 weeks (halfway through treatment), 16 weeks (end of 
treatment), and 20 weeks later. The experimental group received 3 cycles of 10 MT 
sessions (30 min/session) per week, whereas the control group participated in educational 
(ie, personal care, lunch, bath, cognitive stimulation, etc.) and entertainment activities (ie, 
reading a newspaper, playing cards, occupational activities, etc.) customized to the 
patients' preferences.  
Chang et al. (2015) performed a meta-analysis of 10 randomized controlled trials 
pertaining to the efficacy of music therapy on disruptive behaviors in people with 
dementia, aged 65–87. Results show that music therapy administered two times per week 
significantly decreases disruptive behaviors in people with mild to moderate dementia. 
According to Chang et al. (2015), music promotes social interaction, a sense of inclusion 
and communication among the patients or between the patient and therapist. Disruptive 
behaviors were measured using the Neuropsychiatric Inventory (NPI), CMAI, CMAI-
Short Form, Behavioural Pathology in Alzheimer's disease, and the Chinese version of 
the CMAI. Music therapy exerted a moderately large effect on disruptive behaviors of 
people with dementia. Group music therapy is provided 2 times a week to reduce the 
people’s disruptive behaviors through social interaction, inclusion and communication. 
The essential features of music therapy are providing group members with a choice about 
how to engage with music as well as communicating and connecting with others in a 
social and meaningful way (Chang et al., 2015; Raglio et al., 2008; Lin et al., 2011). In 
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the Raglio et al. (2008) study, the music therapist promoted social interaction by 
encouraging communication among participants. For music therapy, the Cohen-
Mansfield Agitation Inventory (CMAI) and Neuropsychiatry Inventory (NPI) are most 
effective for measuring the decrease in disruptive behaviors in persons with dementia.  
In relation to occupational therapy, the patient(s) can listen to music while 
participating in the OT session in order to decrease behavioral disruptions and increase 
participation in the occupational therapy intervention. The occupational therapist may 
also actively involve patients by having them sing, play an instrument or choose songs 
during the occupational therapy intervention in order to reduce behavioral disruptions. 
Prior to the music intervention, one-on-one interviews should be conducted to evaluate 
subjects’ interest and fondness for music. As an occupational therapist, one might use 
music as a modality to engage the clients or support social participation and promote 
social interaction. Actively making music or passively listening to it is the occupation but 
the outcomes are increased social participation and interaction, which reduce disruptive 
behaviors.  
Animal-Assisted Intervention 
 Richeson (2008) studied the effects of animal-assisted therapy (AAT) in 
decreasing the agitated behaviors of older adults with dementia. The study used a quasi-
experimental time-series design with three phases: baseline prior to intervention, post-test 
after the three-week intervention and follow-up three weeks after the intervention ended. 
The AAT intervention was conducted for three weeks, Monday–Friday from 2:30pm–
3:30pm during the change of nursing shifts. For each session, the participants were seated 
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in a circle. The therapeutic recreation professional began by introducing the members of 
the group to each other, to the dogs and to the handlers. Participants could play with the 
dog, pet it, feed it treats, talk to it, brush it, reminisce about past pets, talk to the handler, 
and talk to the staff. Just before the end of the hour, the participants were thanked for 
attending and reminded of the next scheduled AAT session. The therapeutic recreation 
professional provided leadership by establishing rapport, encouraging appropriate 
communication, positioning the participants, and cueing the participants during each 
AAT session. The outcome measures used were MMSE (Mini-Mental State 
Examination) and CMAI (Cohen-Mansfield Agitation Inventory). Agitated behaviors of 
the participants decreased immediately following the intervention phase and increased 
during the follow-up phase of the study. Social interactions increased significantly from 
the first week to the last week of the AAT intervention.  
Nordgren & Engstrom (2014) evaluated the effect of a dog-assisted intervention 
on the behavioral and psychological symptoms, such as agitation and aggression, of 
residents with dementia during a six-month period. Results show that AAT decreases 
behavioral symptoms in persons with dementia and creates the opportunity for contact 
with other residents or staff so that the person with dementia can use social skills and 
interact with others. A comprehensive literature search by Bernabei et al. (2013) aimed to 
assess the effects of animal-assisted interventions (AAI) on elderly patients with 
dementia or various psychiatric disorders. Richeson (2003) found that the positive effect 
on agitated behavior disappeared after discontinuation of AAI. Three studies showed 
longer-term effects (Kanamori et al. (2001); McCabe, Baun, Speich, & Agrawal (2002)), 
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although the degree to which they persisted beyond the study duration is not clear. 
Kanamori et al. (2001) conducted a survey to clarify the evaluation methods of animal-
assisted therapy (AAT) for the elderly with dementia in an adult day care center. AAT 
was implemented for a total of six biweekly sessions conducted under the supervision of 
the veterinarians had completed an internship of the US Delta Society to encourage the 
practice and generalization of AAT. The study by McCabe, Baun, Speich, & Agrawal 
(2002) aimed to determine the effect of the introduction of a resident dog on problem 
behaviors of persons diagnosed with Alzheimer’s or related disorders who reside in 
Alzheimer’s Disease special care unit. A therapy dog was evaluated and professionally 
trained by a well-respected local trainer in the community. The dog was free to interact 
with the residents under the supervision of a trained animal-assisted therapist. Hall and 
Malpus (2000) and Barak, Savorai, Mavashev, & Beni (2001) conducted longer-term 
AAI (14 weeks and 12 months respectively). In particular, Hall and Malus (2000) noticed 
that, after approximately six visits, the residents became more familiar with the dog and 
showed a greater number of responses, especially in terms of non-verbal behavior 
(smiling, touching). Barak, Savorai, Mavashev, & Beni (2001) found that improvement 
was already significant after 6 months and persisted until the end of the study. AAI was 
found to have positive influences on patients with dementia by reducing degree of 
agitation and by improving degree and quality of social interaction. In spite of the 
encouraging results of AAI, more research to identify optimal dosage, including duration 
and frequency of sessions and characteristics of clients most likely to benefit from AAI is 
needed. For AAT, the CMAI and MMSE are most useful assessments for measuring the 
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decrease in disruptive behaviors in people with dementia. 
In regards to how AAT can be applied to occupational therapy interventions, one 
first needs to be a registered occupational therapist to provide occupational therapy. This 
includes the ability to develop an intervention plan that is uniquely occupational therapy, 
documenting the results of the occupational therapy approaches used and, in addition to 
OT skills, having the knowledge base to use animals effectively (Velde, Cipriani, & 
Fisher, 2005). Using occupation (daily life activities in which people engage) as a means 
and end is what makes occupational therapy unique from other therapies (AOTA, 2014). 
The dog is the modality for facilitating engagement in the occupation of socially 
interacting with others (Velde, Cipriani, & Fisher, 2005). If an occupational therapist 
does not have the additional knowledge and skills necessary to provide AAT, 
occupational therapists may use animals to enhance patients’ performance, establish or 
restore a skill or ability, preserve the performance skills that have been regained, modify 
the activity or context to support performance, and prevent the occurrence of barriers to 
performance (Velde, Cipriani, & Fisher, 2005).  However, it is important for occupational 
therapists to work in collaboration with skilled pet therapy organizations that specialize in 
training pets and their owners about how to engage in this therapeutic process since only 
a specially trained dog can work as a therapy animal (Melikian & Krasner, 2000).  
Massage and Touch 
Hawranik, Johnston & Deatrick (2008) examined whether therapeutic touch (TT) was an 
effective intervention in decreasing agitated behaviors in older adults with cognitive 
impairments. Therapeutic touch is a technique to help people relax, relieve their pain, and 
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help them heal faster (Hawranik, Johnston, & Deatrick, 2008). It is a simple technique 
where practitioners learn to attune to the universal field and direct this life energy to their 
clients to enhance vitality (Doherty, 2004). Therapeutic touch works from a belief that 
life force ‘energy’ is a fundamental force found in all living entities and that this ‘energy’ 
flows outside the body. Therapists center themselves on the patient and then move their 
hands over the patient often without actually touching them. They feel various ‘energy’ 
sensations coming from the patient and the intention of TT is to help the patient rebalance 
that ‘energy’ (Doherty, 2004). The interventions for the two groups (experimental and 
simulated) were conducted in the evenings over 5 consecutive weekdays. The 
practitioners and volunteers spent approx. 30–40 min. implementing their treatment. The 
five phases of non-touch TT was administered by practitioners who had completed the 
advanced level of TT training. The Therapeutic Touch and Healing certification program 
involves at least 100 hours of education, including workshops, seminars, supervised 
practice, written exams and skills testing. TT is an intervention that identifies and 
corrects the energy imbalances by the practitioners’ passing their hands several inches 
above the patient’s body. TT can be taught to family members, staff and volunteers. 
Often, family members and volunteers are unsure how to react when agitated behaviors 
are displayed. Over the 5-day period, each resident in the TT group received their 
treatments from two different practitioners and the simulated groups received their 
treatments from two different volunteers.  
Using TT may help calm the agitated person and enhance the communication 
during the visit between the resident and therapist (Hawranik, Johnston, & Deatrick, 
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2008). However, occupational therapists are not trained in this methodology so it may not 
an appropriate intervention for occupational therapists to use. The benefits of Therapeutic 
Touch is based on this one study and TT involves at least 100 hours of education in order 
to be certified from a Therapeutic Touch and Healing certification program. In order to 
effectively administer Therapeutic Touch, the practitioner must have an in-depth level of 
knowledge regarding how energy affects one’s health and well-being (Hawranik, Johnson, 
& Deatrick, 2008). 
 Wang (2006) assessed the effectiveness of Healing Touch (HT) in lowering 
agitation levels of residents with dementia. Healing Touch is a therapy that helps to 
restore and balance energy that has been depleted due to stress, illness, injury, grief, 
medical conditions, surgery or medical treatments (Doherty, Wright, Aveyard, & Sykes, 
2006). The goal of HT is to restore harmony and balance in the human energy system by 
creating an optimal environment to enable the body’s innate tendency for healing to 
occur (Doherty, Wright, Aveyard, & Sykes, 2006). When doing HT, the practitioner uses 
very light, gentle touch and/or makes sweeping movements with his/her hands near the 
body. Healing Touch may be an effective intervention for decreasing agitation in persons 
with dementia. However, the exact effect of HT may be confounded by other factors.  
During a “Healing Touch” treatment, the patient was given “extra attention” and the 
sensation of human touch. The treatment also consisted of a period of controlled 
relaxation and the general belief that something was being administered for the patient’s 
welfare. A further confounding variable may exist in the fact that all patients were men 
and the HT practitioner was a woman. Like Therapeutic Touch, occupational therapists 
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are not trained in the methodology of Healing Touch so it may not an appropriate 
intervention for occupational therapists to use. The benefits of Healing Touch are based 
on this one study and Healing Touch involves completing 5 levels from a certified 
Healing Touch Program in order to apply for certification. In order to effectively 
administer Healing Touch, the practitioner must have an in-depth level of knowledge 
regarding an energy-based approach to health and healing.  
Holliday-Welsh, Gessert & Renier (2009) examined the potential of massage to 
reduce agitation in cognitively impaired nursing home residents. The type of massage 
used in the Holliday-Welsh, Gessert & Renier study was defined as a classic western 
massage technique such as effleurage, which uses gliding or sliding movements with 
light to moderate pressure over the skin in a smooth, continuous manner. Effleurage is a 
technique of Swedish massage, which is the most commonly used form of massage in the 
United States. This type of massage does not require specialized training. It can be taught 
to new, nonprofessional caregivers in 1 or 2 sessions by demonstrating the technique to 
the caregiver and observing a return demonstration. Lotion was used in some instances to 
reduce the friction between the hands and the skin. In the study, massage was 
administered to subjects by a physical therapy assistance, whose training included 
massage techniques. The subjects remained clothed during the intervention. Massage 
therapy was provided on six separate days during a two-week intervention period. The 
massage was provided during the one-hour window previously identified for each 
resident and lasted for 10 to 15 minutes. Data was collected during baseline (three days 
prior to the intervention), during the intervention (every six days for two weeks), and at 
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follow-up at seven days and 14 days after the intervention. At each observation, the 
residents’ degree of agitation was scored five times during the one-hour window of 
observation. Residents’ agitation scores were lower during the massage intervention than 
at baseline and remained lower at follow-up. Of the five agitated behaviors examined in 
the study (wandering, verbally agitated/abusive, physical agitated/abusive, socially 
inappropriate/disruptive, and resists care), massage was associated with significant 
improvement for: wandering, verbally agitated/abusive, physical agitated/abusive, and 
resists care. Decreased levels of agitation persisted at seven and 14 days following the 
massage interventions.    
  Massage therapy is manual manipulation of soft body tissues (muscle, connective 
tissue, tendons and ligaments) to enhance a person's health and well-being (Moyle, 
Murfield, O’Dwyer, & Van Wyk, 2013). Suzuki et al. (2010) conducted research to 
clarify the effects of a 6-week tactile massage on changes in physical and mental function, 
symptoms of behavioral and psychological symptoms of dementia (BPSD) among elderly 
patients with dementia. Ward nurses and collaborating nurse researchers participated in a 
two-day tactile massage training course in July 2009. After learning tactile massage 
techniques, they each performed 30 tactile massage sessions for a participant in the 
intervention group during the intervention. The intervention group received tactile 
massage five times a week for six weeks for a total of 30 times. The results suggest that 
tactile massage reduces aggressiveness and stress level in patients with dementia. Hansen, 
Jorgensen, & Ortenblad (2006) conducted a systematic review of Cochrane Databases to 
assess the effects of a range of massage and touch therapies on conditions associated with 
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dementia, such as anxiety, agitated behavior and depression. The authors concluded that 
although the amount of reliable evidence available is limited, massage and touch 
interventions may be favorable for problems associated with dementia.  
Mackereth & Gale (2008) discussed a project to develop a small-scale ongoing 
training program in touch/massage therapy. In relation to occupational therapy, the 
incorporation of massage into treatment sessions has many benefits, including decreasing 
pain, increasing circulation, range of motion and reduction of scar tissue (Mackereth & 
Gale, 2004). Oftentimes, the desired results can also be achieved through TENS units, 
ultrasound machines or electric stimulation, but these technologies are not always 
accessible in certain rural areas (Roberts, Parzen, & van der Kal, 2008). The machines 
also lack the element of human touch. Massage is also a cost-effective means to treatment 
because it can be taught to caregivers to ensure continuity of care (Mackereth & Gale, 
2004). Massage in a therapy program also offers social-emotional benefits, such as the 
opportunity for successful interaction between the therapist/client or caregiver/client as 
well as decreasing agitation and improving overall mood (Mackereth & Gale, 2004). 
Massage is best incorporated as an adjunct during the individual occupational therapy 
intervention (Mackereth & Gale, 2004). The occupational therapist must be properly 
trained in the appropriate massage techniques from a licensed massage therapist in order 
to apply it appropriately on the patient. Massage in occupational therapy is primarily used 
to improve the physical limitations of the patients in order to assist them to improve their 
physical functioning so they become better able to engage in ADLs/iADLs (Mackereth & 
Gale, 2004). Massage and touch may serve as a complement to other occupational 
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therapy interventions for the management of behavioral, emotional and perhaps other 
conditions associated with dementia. More research is needed, however, to provide 
definitive evidence about the benefits of these massage and healing touch interventions. 
For massage and touch therapy, the CMAI and MMSE are most useful assessment for 
measuring the decrease in disruptive behaviors in people with dementia following an 
intervention using massage.  
Activities 
 In the early stages of dementia, the person with dementia may withdraw from 
activities he or she previously enjoyed (Egan, Hobson, & Fearing, 2005).  Maintaining 
engagement in previously enjoyed activities is one of the most powerful things one can 
do with a person with dementia to enhance their well-being. Research has shown that 
people like to be engaged and productive and persons with dementia have the same needs 
(Gitlin, Winter, Burke, Chernett, Dennis, & Hauck, 2008). Dementia-friendly activities 
increase positive feelings, help access buried memories and reduce challenging behaviors 
(Gitlin, Winter, Burke, Chernett, Dennis, & Hauck, 2008). Activity-based interventions 
include cooking groups, reminiscence groups, exercise groups, arts & crafts and 
gardening. Some interventions consisted of only one activity, for example, cooking 
groups, while others encompassed a variety of activities.   
Persons with dementia often experience unmet needs because they lack the 
internal and external resources to meet them. One basic human need is activity.  Most 
nursing homes provide activities but few adequately individualize them. Residents are 
often excluded from activities because of their behavioral symptoms and as a result are 
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unoccupied for long periods of time. Agitation and passivity both occur under these 
circumstances (Kolanowski, Litaker, Buettner, Moeller, & Costa, 2011). 
A study by Kolanowski, Litaker, Buettner, Moeller, & Costa (2011) tested the 
main and interactive effects of activities derived from the Need-Driven Dementia-
Compromised Behavior model for responding to behavioral symptoms in nursing home 
residents. One hundred and twenty-eight residents with cognitive impairment were 
randomly assigned to activities adjusted to their functional level (FL), personality style of 
interest (PSI), functional level and personality style of interest (FL+PSI), or active 
control groups. Participants received their assigned activity for up to 20 minutes twice per 
day (morning and afternoon) five days each week for three consecutive weeks. Agitation, 
passivity, engagement, affect, and mood were assessed from video recordings and real-
time observations during baseline (one week), intervention (three weeks), random times 
outside of intervention, and one week after intervention. The time for observation and 
intervention during these phases was individually selected for each participant based on 
staff report of high behavioral symptom time and a pre-baseline observation period 
during which residents were observed every hour for five minutes (7:00 a.m. to 7:00 
p.m.) for three days using the Cohen-Mansfield Agitation Inventory (CMAI) and the 
Passivity in Dementia Scale (PDS). All treatments improved outcomes during 
intervention except mood, which worsened under Active Control. During intervention, 
the PSI group demonstrated greater engagement, alertness, and attention than the other 
groups; the FL+PSI group demonstrated greater pleasure. During random times, 
engagement returned to baseline levels except in the FL group in which it decreased. 
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There was also less agitation and passivity in groups with a component adjusted to PSI. 
One week after the intervention, mood, anxiety, and passivity improved over baseline; 
significantly less pleasure was displayed after withdrawal of treatment.  
 Overall, activity-based interventions in long-term care facilities may reduce 
emergent agitation and decrease symptomatic agitation in participants during the actual 
intervention (Kolanowski, Litaker, Buettner, Moeller, & Costa, 2011). Individualizing 
activities does not appear to make significant additional reductions in agitation. There is 
no evidence for those who are severely agitated or who are not in long-term care facilities. 
Occupational therapy interventions with people with dementia should include 
engagement in activities for the individuals. The activity need not be a structured group 
activity. Task oriented activities such as household chores or preparing food may be 
examples of purposeful activities that people may enjoy. 
Behavioral Management 
 Gitlin, Winter, Dennis, Hodgson, & Hauck (2010) tested the effects of an 
intervention that helps families manage distressing behaviors in family members with 
dementia. Gitlin, Kales, & Lyketsos (2012) searched PubMed for studies in peer-
reviewed journals concerning non-pharmacologic behavioral management for people 
with dementia. Oliveira et al. (2015) conducted a systematic review of non-
pharmacological interventions for people with dementia published in the last 10 years. 
The findings from the three reviews (Gitlin, Winter, Dennis, Hodgson, & Hauck, 2010; 
Gitlin, Kales, Lyketsos, 2012; Oliveira et al., 2015) provide some support for behavior 
management techniques as effective interventions for addressing behavioral symptoms of 
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dementia. Behavior management techniques include a wide variety of behavioral 
interventions, such as functional analysis of specific behaviors (e.g., establishing how 
behaviors or responses are influenced by stimuli), token economies (e.g., systems of 
positive reinforcement for behaviors), habit training (e.g., reinforced learning of habits 
related to activities of daily living), extinction (i.e., withholding of positive reinforcement 
during inappropriate behavior), differential reinforcement (i.e., reinforcing either quiet 
behavior or behavior that is incompatible with the inappropriate behavior, or successive 
approximations to desired behavior), stimulus control (teaching an association between a 
stimulus/cue and behavior), progressive muscle relaxation, communication training, 
behavioral or cognitive-behavioral therapy, and various types of individualized 
behavioral reinforcement strategies. These interventions can be implemented directly 
with the patient or taught to caregivers to implement with the patient (Sadowsky & 
Galvin, 2012). The majority of the studies reported a reduction in problem behavior 
(Gitlin, Winter, Dennis, Hodgson, & Hauck, 2010; Gitlin, Kales, Lyketsos, 2012; 
Oliveira et al., 2015). However, some of the studies reported no effect, and others 
required an additional procedure (instruction in positive statements in addition to 
extinction) to produce an effect. However, mixed study results, the variety of specific 
interventions, and methodological concerns in many studies suggest that, though behavior 
management techniques are promising interventions for the treatment of behavioral 
symptoms of dementia, additional research with carefully assessed outcomes is warranted 
to replicate results across research labs and settings. 
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Combined Non-pharmacological Intervention 
Chen et al. (2014) examined the clinical effectiveness of non-pharmacological 
interventions on behavioral and psychological symptoms of dementia (BPSD) among 
older Chinese adults with dementia. The prospective cohort study recruited residents 
living in the dementia care units of two veteran homes in northern Taiwan. All 
participants were aged 65 years and older with a confirmed diagnosis of dementia by 
DSM of Mental Disorders, 4th edition, but residents with dementia as a result of TBI were 
excluded from the study. Residents and/or their surrogates who consented to participate 
in the intervention were enrolled for study. Participants living in the dementia care units 
of Taipei Veteran Home were assigned as the intervention group and participants living 
in the dementia care units of Taoyuan Veteran Home were assigned as the reference 
group. A fixed schedule regimen with combinations of various non-pharmacological 
interventions was developed, including music therapy once a week for 30 minutes in 
small groups of 10–15 participants each session, and orientation training, exercise and 
art-cognitive activities in a group context also taking place for 30 minutes once a week. 
The NPI was used for evaluation of behavioral and psychological symptoms. Baseline 
and end-of-trial NPI scores were taken for both the intervention and reference groups. 
The NPI score addressed 12 behavioral disturbances that are common in dementia 
patients, such as delusion, hallucination, agitation, dysphoria, anxiety, euphoria, apathy, 
disinhibition, irritability, aberrant motor activity, night-time behavioral disturbances and 
eating disturbances. The intervention group had a more significant reduction than the 
reference group in the overall NPI score, and in the subcategories of delusion, 
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hallucination and agitation. Multivariate analysis showed that the non-pharmacological 
intervention was associated with a favorable outcome in overall NPI score and in the 
subcategories of hallucination and agitation. Meanwhile, a higher baseline NPI score was 
also associated with a favorable outcome in overall NPI score, and in the subcategories of 
delusion, hallucination and agitation.  
The results of the study clearly showed that an organized non-pharmacological 
intervention program is effective in managing BPSD, both outward and intrinsic 
symptoms. However, the study was not a randomized controlled design so it might not 
have completely controlled for selection bias. The increased interaction of the 
participants and the research staff might cause a confounding effect that could lessen the 
“therapeutic” effects of the non-pharmacological intervention program.  
Synthesis 
Different non-pharmacological interventions are able to provide positive results in 
reducing symptoms of behavioral disruptions in persons with mild to moderate dementia. 
The following interventions provide the most promising results in reducing symptoms of 
behavioral disruptions in persons with dementia: music therapy, animal-assisted 
intervention, massage, activities, engagement in activity, behavioral management and 
combination therapies incorporating two or more therapies. Though the above 
interventions are promising for the treatment of behavioral symptoms of dementia, more 
research is needed to provide definitive evidence about the benefits of these interventions.  
Incorporating music into the therapeutic milieu may be helpful in reducing 
disruptive behaviors in persons with mild to moderate dementia. Instrumental playing, 
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group singing and listening to music together are morale-building social experiences for 
persons with mild to moderate dementia, who may derive strength and support from the 
group. Based on the synthesis of literature, group music therapy is more beneficial than 
individual music therapy in reducing behavioral disruptions in persons with dementia. 
According to the synthesis of the literature, music therapy is most effective when 
provided two times/week for 45 minutes/session, breaking this down into 10-minute 
mini-sessions of singing, listening to music, playing and/or singing along with music and 
choosing songs. The process of listening to music is considered passive because no music 
engagement or active participation is involved. Music listening is listed as one of the 
many techniques used in music therapy (American Music Therapy Association, 2015). 
Both passive and active participation in music have been shown to reduce behavioral 
disruptions in persons with dementia (Raglio, 2013).  
There is a paucity of research distinguishing the type of people with dementia 
who would benefit more from individual versus group music therapy. The essential 
features of music therapy are choice making, communication and connecting with others 
in a social and meaningful way (Chang et al., 2015; Raglio et al., 2008; Lin et al., 2011). 
For music therapy, the Cohen-Mansfield Agitation Inventory (CMAI) and 
Neuropsychiatry Inventory (NPI) are most useful for measuring the decrease in disruptive 
behaviors in persons with dementia (Chang et al., 2015; Raglio et al., 2008; Lin et al., 
2011). 
A synthesis of the literature reveals that AAT decreases behavioral disruptions 
and increases social interactions of persons with dementia. AAT is more effective when 
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implemented in a group context. The participants could play with the dog, pet it, feed it, 
talk to it, brush it, reminisce about past pets, talk to the handler and the staff. According 
to the synthesis of the literature, AAT is most effective when implemented at least two 
times/week for 30 minutes/session. The essential features of AAT are creating a social 
connection with others and social engagement in the activity. For AAT, the CMAI and 
MMSE are most useful for measuring the decrease in disruptive behaviors in people with 
dementia. 
A synthesis of the literature on massage has revealed the benefits in reducing 
behavioral disruptions in persons with dementia. Massage is more effective when carried 
out in an individual context. Massage offers social-emotional benefits as well, such as the 
opportunity for successful interaction between the therapist/client as well as decreasing 
agitation and improving overall mood (Mackereth & Gale, 2004). According to the 
synthesis of the literature, massage is most effective when held at least two times/week 
for 30 minutes/session. The essential feature of massage is establishing a social 
connection with the therapist involved. For massage, the CMAI and MMSE are most 
useful for measuring the decrease in disruptive behaviors in people with dementia. 
A synthesis of the literature on activity-based interventions reveals a decrease in 
behavioral disruptions in persons with dementia. Activity-based interventions include 
cooking groups, reminiscence groups, exercise groups, arts & crafts and gardening. The 
essential features of the activities based interventions are creating a social connection 
with others and engagement in activity. According to a synthesis of the literature, 
activity-based interventions are most effective when held in a group context for at least 
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two times/week for 30 minutes/session. For activity-based interventions, MMSE, CMAI, 
and NPI are most useful in measuring behavioral disruptions in persons with dementia. 
Behavioral interventions provide promising results on reducing behavioral 
disruptions in persons with dementia. A synthesis of the literature did not delineate 
whether the various behavioral interventions are more effective in an individual or group 
context. However, most of the studies featuring behavioral interventions for persons with 
dementia are focused on each person individually when he or she is already engaged in 
an activity and displaying any signs of behavioral disruptions.  
One combined non-pharmacological intervention conducted by Chen et al. (2014) 
has been researched to examine the effectiveness of combined non-pharmacological 
intervention in reducing behavioral disruptions in persons with dementia. Results reveal 
that a combined non-pharmacological intervention is effective in reducing behavioral 
disruptions in persons with dementia. A fixed schedule regimen with combinations of 
various non-pharmacological interventions can be developed. In the study, a combined 
non-pharmacological intervention is more effective when conducted at least once a week 
for at least 30 minutes in a group context. The essential features of the combined 
intervention would include social engagement with others and engagement in the 
activities. NPI is used as the outcomes measure to determine the level of behavioral 
disruption in persons with dementia. 
The delivery of evidence-based, non-pharmacological interventions to minimize 
disruption behaviors among older adults with dementia is imperative. A synthesis of the 
intervention effectiveness literature (music therapy, animal-assisted intervention, 
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massage, activities, behavioral management, and combination therapies incorporating 
two or more therapies) suggest that promotion of social participation/engagement in 
activity may be an important overarching goal of intervention for people with dementia 
living in long-term facilities. The interventions are most appropriate for individuals with 
mild to moderate dementia exhibiting behavioral disruptions. Based on a review of the 
studies, the essential feature that the interventions have in common is social participation 
and connection and/or engagement in activity. There is a need for a holistic approach that 
addresses the individual’s skills, interests, engagement in occupation, and daily routines 
in the context of his or her environment (Wong & Leland, 2016). Therefore, occupational 
therapy practitioners, who are well trained to deliver person-centered care, are well 
situated to provide non-pharmacological interventions that reduce behavioral disruptions 
and improve the overall quality of life in persons with dementia. According to a review of 
the studies, non-pharmacological interventions show most promise in reducing behavioral 
disruptions when the residents are provided with the opportunity for social engagement, 
connection and/or engagement in activity. Occupational therapy practitioners can play a 
pivotal role in maximizing the quality of life for persons with dementia. 
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CHAPTER THREE: DESCRIPTION OF THE PROPOSED PROGRAM 
Program Description 
Behavioral disruptions are highly prevalent, affecting almost all persons with 
dementia at some point during the course of their illness (McConnell, 2014). Behavioral 
disruptions may include verbal agitation such as yelling, physical disturbances such as 
striking a nursing staff/caregiver, repetitive behaviors such as repeating a sound, a word, 
a question, or an action (for example, tapping fingers), wandering or acts of sexual 
disinhibition such as inappropriate touching of self and others in public settings (Braun & 
Kunik, 2004). These behavioral disruptions in persons with dementia are commonly 
associated with nursing staff/caregiver appraisal of increased stress in their lives and 
decreased quality of life in persons with dementia exhibiting those behaviors (Fauth, 
Zarit, Hofer & Stephens, 2006).  
Connections is a program that includes a series of different daily interventions 
that will be provided in a skilled nursing facility over the course of six weeks for 
residents with mild to moderate dementia, as measured by the MMSE (Mini Mental State 
Examination). Connections is an evidence-based intervention to promote socialization 
and engagement among people with dementia. The purpose of Connections will be to 
decrease the behavioral disruptions in persons with dementia through social connection 
and engagement in activity. Connections will address the unmet psychological needs in 
people with dementia, such as fear or a sense of loss of control, lack of meaningful 
activities, loneliness and a lack of social interaction. Connections will be guided by a 
person-centered care philosophy and utilize an evidence-based approach. Kitwood 
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strongly emphasized that, “person-centered care is founded on the ethic that all human 
beings are of absolute value and worthy of respect, no matter their disability, and on a 
conviction that people with dementia can live fulfilling lives” (Dementia Initiative, 2013, 
p. 12). Person-centered care focuses on the individual’s strengths and abilities rather than 
losses or the condition. It considers the whole person and puts him or her at the center of 
the caring process.   
The six-week intervention program will consist of various groups and activities 
where the residents will engage in them throughout the week for six weeks. The MMSE 
is a standard examination that will be completed for all residents upon entering the skilled 
nursing facility. If the MMSE was completed in the last six months, the occupational 
therapist will review the record. If the MMSE was completed more than six months ago, 
the occupational therapist will conduct the MMSE to determine which residents are 
appropriate for the intervention program.  
The MMSE will help determine which residents have the potential to benefit from 
participating in Connections groups and activities. Based on research, the MMSE is the 
most commonly administered psychometric screening of cognitive functioning (Arevalo-
Rodriguez et al., 2015). The MMSE is used to screen patients for cognitive impairment, 
track changes in cognitive functioning over time, and, oftentimes, to assess the effects of 
therapeutic agents on cognitive function. The maximum MMSE score is 30 points. A 
score of 20 to 24 suggests mild dementia, 13 to 20 suggests moderate dementia, and less 
than 12 indicates severe dementia. The MMSE takes only about 5–10 minutes to 
administer and would be administered by the occupational therapist leading the 
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Connections program. Residents would need a score of 13 or above to participate in the 
6-week Connections program.  
 The Cohen-Mansfield Agitation Inventory (CMAI) and the Neuropsychiatric 
Inventory (NPI) will be used as pre- and post- assessments to capture the outcome that 
the intervention program is trying to achieve, which is to minimize behavioral disruptions. 
The CMAI is a 29-item scale to systematically assess agitation (Cohen-Mansfield & 
Libin, 2004). A primary caregiver will rate the resident’s frequency with which he or she 
manifests physically aggressive, physically non-aggressive and verbally agitated 
behaviors. The assessment takes approximately 15 minutes to administer. The NPI 
assesses frequency and severity of a wide range of behaviors seen in dementia (Mao, Kuo, 
Huang, Cummings, & Hwang, 2015). These include delusions, agitation, depression, 
irritability and apathy. The assessment takes 10 minutes to administer by a caregiver. The 
two measures will determine whether or not the program is effective in producing the 
desired outcome of reduced behavioral disruption.  
Connections will consist of various interventions with 6–8 residents. A review of 
studies focused on effectiveness of interventions for people with dementia suggests that 
the most promising interventions for reducing symptoms of behavioral disruptions in 
persons with dementia include: music therapy, animal-assisted therapy, massage, 
activities-based interventions, behavioral management and combination therapies 
incorporating two or more of these interventions (Lin et al., 2011; Chang et al., 2015; 
Raglio et al., 2008; Richeson, 2008; Nordgren & Engstrom, 2014; Bernabei et al., 2013; 
McCabe, Baun, Speich & Agrawal, 2002; Kanamori et al., 2001; Hall and Malpus, 2000; 
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Barak, Savorai, Mavashev, & Beni, 2001; Hawranik, Johnson & Deatrick, 2008; Wang, 
2006; Holliday-Welsh, Gessert & Renier, 2009; Suzuki et al., 2010; Hansen, Jorgensen & 
Ortenblad, 2006; Mackereth and Gale, 2008; Kolanowski, Litaker, Buettner, Moeller & 
Costa, 2011; Gitlin, Winter, Dennis, Hodgson & Hauck, 2010; Gitlin, Kales & Lyketsos, 
2012; Oliveira et al., 2015; Chen et al., 2014). Music, animal-assisted and activities-based 
interventions will be held in a group context while massage will be applied individually. 
Behavioral management principles will be applied throughout the program. Each 
intervention will be provided separately, twice a week for a total of six weeks. For 
example, music therapy will be held on Monday and Wednesday mornings; animal-
assisted therapy will be held on Tuesdays and Thursdays; massage will be held on 
Monday and Wednesdays afternoons; and the activities-based interventions will be held 
on Thursday afternoons and Fridays. The occupational therapist will implement these 
interventions with assistance from a massage therapist during the massage intervention, 
an animal-assisted therapy specialist during the animal-assisted therapy intervention, and 
two level II fieldwork students to assist with Connections.  
As supported by studies that measured the effectiveness of music on disruptive 
behaviors in people with dementia, the music therapy groups will engage the residents in 
choice making and provide opportunities for communication and connection with others 
in a social and meaningful way (Chang et al., 2015; Raglio et al., 2008; Lin et al., 2011). 
Music therapy will be held in the recreation room in a group context two times/week for 
45-minute sessions. The sessions will include 10-minute mini-sessions of singing, 
listening to music, playing and/or singing along with music and engaging in conversation 
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(Lin et al., 2011). Music will be the modality for communication social interaction. The 
occupational therapist will begin the music therapy session by greeting the participants 
with songs. The clients’ preferred songs will be played on disc and the therapist will 
smile at each client who enters, make eye contact and welcome them to the group by 
stating their name. The clients will be encouraged to greet each other by verbalizing a 
greeting following by the person’s name. Prior to the first group session, the occupational 
therapist will interview each participant to determine his or her preferred choice of music, 
which will help shape the intervention. Based on the interview, the occupational therapist 
will compile a list of popular songs that all the participants will be familiar with. 
Appendix C includes a sample questionnaire to be conducted with all participants prior to 
starting the music therapy session in order to obtain their preferred choice of music and 
method for engagement.  
The participants will be gathered in a circle in order for everyone to face each 
other. The participants will be encouraged to decide among themselves which favorite 
song will be played during that session. The therapist will then provide a choice to the 
participants as to whether they should sing along to the song together first or play an 
instrument. If the participants choose to play instruments first, each participant will be 
presented with a box of rhythm instruments from which he or she will be directed to 
choose one. The therapist will then demonstrate how to play the instrument. The therapist 
will then encourage the participants to decide whether to play the instrument individually 
or collectively. The participants will be encouraged to play the instruments to follow the 
beat of the songs. The therapist will encourage communication and social interaction 
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among the participants by verbally prompting them to engage in conversation with one 
another about the songs and any feelings and/or thoughts that the songs may have 
provoked. The therapist will facilitate the discussion by asking prompting questions and 
ensuring that everyone is given the opportunity to engage in discussion. Examples of 
prompting questions include ‘Did any of the songs bring back any memories of old 
times?,’ ‘Which song was your favorite and why?,’ ‘How did you feel playing the 
instrument?,’ ‘How did this music session make you feel?’  Appendix D includes an 
illustration of what will actually happen during the music session.   
As supported by studies that measured the effectiveness of animal-assisted 
therapy on disruptive behaviors in people with dementia, animal-assisted therapy will be 
offered to create a social connection with others and socially engage in the session, which 
are the essential features of animal-assisted therapy. Animal-assisted therapy (AAT) will 
be held in a group context in the recreation room two times/week for 30 minutes/session 
(Kanamori et al., 2001). The occupational therapist will work in collaboration with a 
trained AAT specialist since only a specially trained dog can work as a therapy animal. 
For each session, the participants will be encouraged to sit in a circle. The occupational 
therapist will have the participants introduce themselves and then introduce the AAT 
specialist and the therapy dog. The main responsibility of the AAT specialist during the 
AAT sessions will be to keep watch over the dog. The dog will be a modality to 
encourage social connection and social engagement. The occupational therapist will 
encourage the participants to play with the dog, pet it, feed it treats, talk to it, brush it and 
talk to the AAT specialist. The therapist may ask the resident something along the lines 
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of, ‘Would you like to pet the dog? Feed it treats? Brush it?,’ ‘The dog really loves 
human company so would you like to tell him anything such as what you think of him?,’ 
‘Do you have any questions for the specialist in terms of how long he or she has been 
working with dogs and what made him or her interested in this profession?’ The therapist 
will encourage the participants to express their thoughts and feelings as well as reminisce 
about any past pets they may have had and the events surrounding the time period. 
Examples of prompts to help the participants express their thoughts and reminisce include 
‘What did you think about the session?,’ ‘Have you had any pets before? If so, what was 
your experience with the pet?,’ ‘How did you feel before, during and after the session?’. 
Appendix E provides a sample questionnaire to be given to the participants prior to the 
start of the session to gauge an understanding about their history with pets, the level of 
comfort they may feel around animals, etc. to help shape the intervention. The therapist 
will facilitate establishing rapport, social connection and encouraging appropriate 
communication during each AAT session by encouraging the participants to engage in 
the activity, asking prompting questions for facilitation of involvement, and encouraging 
the participants to interact with the dog, AAT specialist and with each other. 
Massage therapy will be provided individually in each of the residents’ rooms as 
an adjunct to occupational therapy interventions. Massage will be provided two 
times/week for 30 minutes/session. As evidenced by the literature, it will be held for a 
minimum of five days over a two-week period (Holliday-Welsh, Gessert, & Renier, 
2009). The essential feature of massage is establishing a social connection with the 
therapist involved. A certified massage therapist will train the occupational therapist and 
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students on generalized basic massage techniques. Massage will offer the opportunity for 
successful interaction between the therapist and the resident as well as decreasing 
disruptive behaviors. During massage, the occupational therapist and students will engage 
in social interaction with the resident by engaging in conversation and developing a 
social connection with him or her. The person providing the massage needs to exhibit 
effective communication skills, such as calling the person by name, communicating one 
idea or giving one instruction at a time, eliminating questions that require abstract 
thought, avoiding changing the subject, speaking slowly and being patient (Mackereth & 
Gale, 2004). Appendix F includes a sample questionnaire to be given to the participants 
prior to the session to obtain their level of experience, comfort and preferences on 
massage/touch therapy.  
As supported by studies that measured the effectiveness of activities-based 
interventions on disruptive behaviors in people with dementia, activities-based 
interventions will be offered to reduce disruptive behaviors and engage in previously 
enjoyed activities, which is the essential features of activities-based interventions. 
Research has shown that people like to be engaged and productive and persons with 
dementia have the same needs (Gitlin, Winter, Burke, Chernett, Dennis, & Hauck, 2008). 
Activity-based interventions include cooking groups, reminiscence groups, exercise 
groups, arts & crafts and gardening. An occupational therapist will lead the activities 
groups two times/week for 30 minutes/session. Occupational therapists utilize the 
therapeutic use of occupations, including everyday life activity to support participation 
and function in various settings. The occupational therapist possesses the training to 
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adapt and modify activities in the moment to meet the client’s individual needs to support 
their success and engagement. The occupational therapist takes into consideration client 
factors including body functions and structures, values, beliefs and spirituality, as well as 
habits, roles, routines, behavior patterns and performance skills, such as communication 
and social skills to adapt the activity to meet the client’s individual needs.  
The occupational therapist leading the groups will utilize the theories unique to 
one’s profession such as person-centered care and provide an opportunity for the 
participants to engage in meaningful occupation in order to reduce behavioral disruptions. 
Person-centered care is a philosophical approach to care for older adults focused on 
maintaining personhood despite a decline in cognition (Dementia Initiative, 2013). The 
occupational therapist treats each person with value and respect and focuses on the 
person’s strengths and abilities rather than on the losses or the diagnostic condition. 
Kitwood states that people with dementia have five psychological needs: attachment, 
comfort, identity, inclusion and occupation (Kaufmann & Engel, 2014). Engaging in the 
groups or activities will provide the people with dementia the opportunity to have their 
psychological needs met in order to fulfill their everyday needs. The groups will be 
focused on social interaction/communication, providing choices for the participants, and 
engaging in activities tailor designed to support their engagement. The focus will be on 
the engaging in the activity rather than completing the activity. Appendix G includes a 
sample questionnaire to be given to the participants prior to the start of the session to 
determine their preferred activities and level of interest in specific activities. 
Persons with dementia often experience unmet needs because they lack the 
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internal and external resources to meet them. One basic human need is activity. Most 
nursing homes provide activities but the activities are rarely individualized to meet 
resident’s unique needs. Residents are often excluded from activities because of their 
behavioral symptoms and as a result remain unoccupied for long periods of time. 
Agitation and passivity both occur under these circumstances (Kolanowski, Litaker, 
Buettner, Moeller, & Costa, 2011). Music therapy, animal-assisted therapy, massage and 
activities-based interventions are evidenced based, theory driven and based on the 
person-centered care philosophy. Prolonged lack of stimulation may have a negative 
effect on persons with dementia in skilled nursing facilities (Cohen-Mansfield, Dakheel-
Ali, & Marx, 2009). Even with progressing memory loss, engaging in meaningful activity 
and developing a sense of connection with others may reduce disruptive behaviors and 
improve one’s quality of life.  
Potential Barriers and Challenges 
A variety of barriers and challenges may arise during implementation of 
Connections. Since the participants have mild to moderate dementia, they may not be 
able to participate for the entire duration of 30–45 minutes for the intervention in one 
sitting so frequent rest breaks and change in course of the activity may be required to 
keep their attention. Another challenge may be that the administration of the skilled 
nursing facility may be unable/unwilling to make recommended changes. The 
occupational therapist will present information about the literature review and the results 
of Connections during a meeting with the nursing home administrators and initiate face-
to-face meetings with the administrators to share information about the program. 
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CHAPTER FOUR: EVALUATION 
Program Evaluation 
Purpose of the study: 
The purpose of Connections will be to decrease the behavioral disruptions in 
persons with dementia through social connection and engagement in activity. 
Connections will address the unmet psychological needs in people with dementia, such as 
fear or a sense of loss of control, lack of meaningful activities, loneliness and a lack of 
social interaction.  
Research question: 
  Will Connections (independent variable) reduce the frequency of disruptive 
behaviors (dependent variable) in a person with mild to moderate dementia in a skilled 
nursing facility?  
Description of participants, setting: 
 The participants have mild to moderate dementia and reside in a skilled nursing 
facility. The six-week intervention Connections program will consist of various groups 
and activities where the residents will engage in them throughout the week (five days) for 
six weeks.  
Description of the dependent variable: 
The dependent variable is the frequency of disruptive behaviors displayed by the 
participant with mild to moderate dementia. Disruptive behaviors are broadly defined as 
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behaviors that are disruptive and distressing to other residents, caregivers, staff that create 
safety concerns, and/or interfere with necessary care for the individual with dementia or 
his or her caregiver. Examples of disruptive behaviors include wandering, sexual 
disinhibition, hallucinations, physical aggression (hitting, grabbing, kicking, biting, 
pushing, throwing objects) and verbal aggression (repetitive vocalization, threats, 
shouting).  
Description of the independent variable(s) or intervention(s): 
The independent variable is the Connections program that includes a series of 
different interventions that will be provided in a skilled nursing facility for five days over 
the course of six weeks for residents with mild to moderate dementia, as measured by the 
Mini-Mental State Examination (MMSE).  
Connections will consist of various interventions with 6–8 residents. A review of 
studies focused on effectiveness of interventions for people with dementia suggests that 
the most promising interventions for reducing symptoms of behavioral disruptions in 
persons with dementia include: music therapy, animal-assisted therapy, massage, 
activities-based interventions, behavioral management and combination therapies 
incorporating two or more of these interventions. Music, animal-assisted and activities-
based interventions will be held in a group context while massage will be applied 
individually. Behavioral management principles will be applied throughout the program. 
Each intervention will be provided separately, twice a week for a total of 6 weeks. For 
example, music therapy will be held on Monday and Wednesday mornings; animal-
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assisted therapy will be held on Tuesdays and Thursdays; massage will be held on 
Monday and Wednesdays afternoons; and the activities-based interventions will be held 
on Thursday afternoons and Fridays. Connections will be held in the late afternoon since 
research has shown that that is when people with dementia display the most disruptive 
behaviors (Cohen-Mansfield, Thein, Dakheel-Ali, & Marx, 2010). The occupational 
therapist will implement these interventions with assistance from a massage therapist 
during the massage intervention, an animal-assisted therapy specialist during the animal-
assisted therapy intervention and two level II fieldwork students to assist with the overall 
program. 
The MMSE is a standard examination that will be completed for all residents 
upon entering the skilled nursing facility. If the MMSE was completed in the last six 
months, the occupational therapist will review the record. If the MMSE was completed 
more than six months ago, the occupational therapist will implement the MMSE to 
determine which residents are appropriate for the program. The MMSE will help 
determine which candidates will benefit from the program. The MMSE is the most 
commonly administered psychometric screening assessment of cognitive functioning 
(Arevalo-Rodriguez et al., 2015). The MMSE is used to screen patients for cognitive 
impairment, track changes in cognitive functioning over time, and, oftentimes, to assess 
the effects of therapeutic agents on cognitive function. The maximum MMSE score is 30 
points. A score of 20 to 24 suggests mild dementia, 13 to 20 suggests moderate dementia, 
and less than 12 indicates severe dementia. The MMSE takes only about 5–10 minutes to 
administer and would be administered by the occupational therapist leading Connections. 
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The Cohen-Mansfield Agitation Inventory (CMAI) and the Neuropsychiatric 
Inventory (NPI) will be used as pre- and post- assessment to measure the outcome that 
the program is trying to achieve, which is to minimize behavioral disruptions. The CMAI 
is a 29-item scale to systematically assess agitation (Cohen-Mansfield & Libin, 2004). A 
primary caregiver will rate the resident’s frequency with which he or she manifests 
physically aggressive, physically non-aggressive and verbally agitated behaviors. The 
assessment takes approximately 15 minutes to administer. The Neuropsychiatric Index 
(NPI) assesses frequency and severity of a wide range of behaviors seen in dementia 
(Mao, Kuo, Huang, Cummings, & Hwang, 2015). These include delusions, agitation, 
depression, irritability and apathy. The assessment takes 10 minutes to administer by a 
caregiver. The two measures will determine whether or not Connections is effective in 
producing the desired outcome of reduced behavioral disruption.  
To establish fidelity of the intervention, the researcher would have to ensure that 
the intervention is faithful to the underlying core elements of Connections, which are 
promoting socialization and engagement among people with dementia. The main purpose 
of Connections is to decrease behavioral disruptions in a person with mild to moderate 
dementia. This would be accomplished by addressing the person’s unmet psychological 
needs, such as fear or a sense of loss of control, lack of meaningful activities, loneliness 
and a lack of social interaction. The essential features of Connections would be to address 
the psychological needs of the people with dementia, including an opportunity for choice-
making, structured, supported opportunity for socialization, and engagement in 
meaningful activity. Theoretically, one reason that people with dementia exhibit 
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behavioral disruptions is due to a lack of sense of control in their lives. Therefore, these 
groups will provide the opportunity for the residents to make choices in their lives, hence, 
gain a sense of control. Another core feature of Connections is to provide a structured, 
supported opportunity for socialization with others. These groups will provide the 
opportunity for the residents to socially connect with others, which will theoretically 
reduce the behavioral disruptions in people with dementia. Research has shown that 
people like to be engaged and productive and persons with dementia have the same needs 
(Gitlin, Winter, Burke, Chernett, Dennis, & Hauck, 2008). Engaging in meaningful 
activity, another core feature, will theoretically reduce behavioral disruptions in people 
with dementia. The series of different interventions would address these key components 
to achieve the outcome of decreased behavioral disruptions.  
In order to be able to adhere to the protocol of the program, the person 
administering the intervention must be competent and skilled in delivering the 
intervention. This could be done by monitoring the intervention to confirm that the 
person who is providing the intervention conforms to the treatment protocol. The 
occupational therapist will be leading the group and providing the core elements of 
Connections. The occupational therapist can partner with an occupational therapy 
academic program and have two level II fieldwork students ensure that the essential 
features of the interventions are being met. The occupational therapist will teach the 
students how to identify and monitor the essential features of the intervention according 
to the underlying person-centered theoretical approach of Connections.  
 
		
74 
Description of the study design and arrangement of experimental conditions: 
 The intervention would be a repeated measures design. The CMAI and NPI would 
provide the baseline measurements. The baseline measurements would be collected (pre-
test), then the intervention would be implemented for six weeks and the baseline 
measurements from the CMAI and NPI would be collected again (post-test).  
Other steps taken to establish internal validity: 
There should be a careful planning of the schedule of the program by the 
occupational therapist such as time of day and control conditions and education of staff 
and caregivers who have contact with the residents. Time of day could interfere with the 
outcome of the study so these variables should be controlled as much as possible. 
Connections will be held in the late afternoon around 3 pm since research has shown that 
that is when people with dementia display the most disruptive behaviors (Cohen-
Mansfield, Thein, Dakheel-Ali, & Marx, 2010). 
Plan for data analysis: 
 A simple t-test from point 1 (baseline) to point 2 (intervention) would be 
conducted to determine if there is a statistical significance between the means in the two 
sets of data (baseline and intervention). Once the t-value is computed, the table of 
significance will determine whether the ratio is large enough to say that the difference 
between the points is not likely to have been a chance finding.  
Practical issues that need to be considered: 
First, I would need to disseminate a synthesis of the research evidence that 
provides empirical support for the benefits of Connections in reducing disruptive 
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behaviors in people with mild to moderate dementia to the stakeholders, who would be 
the client, caregivers, staff and administrators. My proposal to the stakeholders would 
need to be evidence and theory-based. I would need to convince them that Connections 
would be effective in reducing the disruptive behaviors in a person with mild to moderate 
dementia. I would need to have a clear description and outline of the Connections 
program and how it will be administered. However, I would need to take into 
consideration the issues of space and technical issues such as a defective music player, 
time to establish reliability, consistency, fidelity of the intervention and conduct the 
intervention, gather and interpret data.  
Integration of a Logic Model 
Connections is intended to reduce behavioral disruptions in persons with mild to 
moderate dementia residing in a skilled nursing facility. Inputs, activities, program, 
outputs, and outcomes can be further visualized in a logic model in Appendix H. 
 In this program, the inputs are program participants, who are persons with mild 
to moderate dementia displaying behavioral disruptions in a skilled nursing facility. The 
resources are program resources, which include staffing (one occupational therapist, 
one animal-assisted specialist, one massage therapist, two level II fieldwork students), 
funding (sought from local, state, and national organizations focusing on dementia, 
geriatric care, animal-assisted therapy, massage therapy, and music therapy), and facility, 
which is the day room in the skilled nursing facility and private rooms.  
 Problem theory includes nature of the problem, which is that behavioral 
disruptions decrease the overall quality of life in persons with dementia. Fear or a sense 
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of loss of control, lack of meaningful activities, and unmet psychological needs 
contribute to behavioral disruptions in persons with dementia. The program theory is a 
person-centered care approach, which focuses on the individual’s strengths and abilities 
rather than losses or the condition.  
 For activities, the program will consist of various evidence-based and 
interventions with 6–8 residents in groups and individual sessions for six weeks. Music 
therapy, animal-assisted therapy, massage, activities-based interventions, behavioral 
management, and combination therapies of two or more interventions are promising 
interventions to effectively reduce behavioral disruptions in persons with dementia. 
Program outputs include the number of participants in the program and therapist(s) time 
required to implement the program.  
 Outcomes include short-term, intermediate, and long-term outcomes. Short-term 
outcomes include reduced behavioral disruptions in the participants and engagement in 
the program. Intermediate outcomes include a decreased level of fear or a sense of loss 
of control, increased engagement in meaningful activities, and psychological needs (such 
as increased social interaction) that are met. A long-term outcome would be improved 
quality of life in persons with dementia.  
 External/environmental factors include availability of staff, the need to build 
champions/key stakeholders, small space for the program, incidence of behavioral 
disruptions in persons with dementia in nursing homes increasing related to risk factors, 
increasing aging population, and whether Medicare and Medicaid will pay for the group 
sessions.  
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CHAPTER FIVE: FUNDING PLAN 
The purpose of Connections will be to decrease the behavioral disruptions in 
persons with mild to moderate dementia residing in a skilled nursing facility through 
social connection and engagement in activity. Connections will address the unmet 
psychological needs in people with dementia, such as fear or a sense of loss of control, 
lack of meaningful activities, loneliness and a lack of social interaction. Connections 
includes a series of different daily interventions that will be provided in a skilled nursing 
facility over the course of six weeks for residents with mild to moderate dementia, as 
measured by the MMSE (Mini Mental State Examination). Connections will consist of 
various interventions with 6–8 residents. A review of studies focused on effectiveness of 
interventions for persons with dementia suggests that the most promising interventions 
for reducing symptoms of behavioral disruptions in persons with dementia include: music 
therapy, animal-assisted therapy, massage, activities-based interventions, behavioral 
management and combination therapies incorporating two or more of these interventions. 
The expenses for Connections include the occupational therapist’s travel expenses 
to and from the skilled nursing facility, intervention/group supplies being utilized by the 
researcher and staff during the interventions, the cost of the animal-assisted specialist and 
massage therapist to participate in the intervention, and the cost to rent the day room to 
hold the group interventions. An approximate budget and list of resources is in Table 5-1. 
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Materials/Resources Expense Description 
Allocation of the 
occupational therapist’s 
time ~80 hours over the 
course of 6 weeks 
($50/hr) 
~$4,000 The researcher’s estimated time on this 
program will include designing and 
implementing the interventions, 
implementing/interpreting the assessments, 
multiple meetings and staff training sessions. 
Intervention 
Supplies/Group Supplies 
$310 Music therapy supplies (music player, CDs, 
various instruments)- $50.00,  
Massage intervention supplies (lotions/gels, 
towels, medical bed paper cover rolls)- $60,  
Activities-based intervention supplies (for 
cooking groups, reminiscence groups, exercise 
groups, arts & crafts, gardening)- $200 
Animal-Assisted 
Therapist and Massage 
Therapist  
$580 Cost of the animal-assisted therapist to bring in 
the therapy dog and guide it during the 
interventions- $360 ($30/hr) 
Cost of the massage therapist to train the 
researcher and students on general massage 
techniques- $70 ($35/hr) 
Renting Day Room  $1,500 Cost to rent the day room for 6 weeks, 5 days a 
week ($50/day) 
Total expense $6,390  
Table 5-1. Budget 
Funding will be sought from local, state and national organizations that focus on 
dementia, community groups focusing on geriatric care, music therapy, animal-assisted 
therapy, massage therapy, companies like Walmart and Bank of America, and other 
community organizations, such as Rotary International, American Association of Retired 
Persons (AARP), and the Alzheimer’s Foundation of America. Table 5-2 lists some 
potential funding sources. 
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 Name Description or Focus of 
Grant 
 
Amount Funded 
State New York 
State 
Dementia 
Grants 
Program 
Since 1988, the New York 
State Department of 
Health has supported 
nursing homes by 
providing funding for 
research and innovative 
projects that aim to 
produce better health and 
quality of life for nursing 
home residents with 
dementia. Through this 
grant program, the 
Department of Health 
seeks to assist nursing 
care facilities in 
developing evidence-
based best practices that 
can be replicated. Many 
effective and successful 
programs have been born 
out of this program. 
Since the inception of the 
NYS Dementia Grants 
Program, more than 100 
projects have positively 
impacted nursing home 
residents across New 
York State. 
Examples of past projects:  
• Transformation of 
Environment (Eden 
Alternative) 
• Treatment Decisions, 
Healthcare Proxies, and 
Advanced Directives 
• Therapies, including: 
Music, Humor, Light, 
Massage, Rocking 
Chair, Reiki, Biking, 
Walking 
• Changing the Culture of 
Care 
• CNA Mentoring and 
Empowerment 
• Palliative Care 
• Depression Screening 
and Treatment 
• Nutrition and Averse 
Feeding Behaviors 
Information on future 
opportunities is not 
available at this time.  
National Alzheimer’s 
Association 
The Alzheimer’s 
Association Research 
Grant (AARG) provides 
newly independent 
investigators with funding 
that will allow them to 
develop preliminary or 
pilot data, to test 
procedures and to develop 
hypotheses (Alzheimer’s 
Association, 2017). 
Each AARG total award is 
limited to $150,000 (direct 
and indirect costs) for up to 
three years (minimum 2 
years).  
 
AARG is for individuals 
who are new to the field of 
Alzheimer’s will need to 
contact the Association to 
receive an exception prior to 
submitting a Letter of Intent 
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(LOI).  
 
Eligibility: Applicants must 
be Assistant Professors or 
above at their respective 
institution. For individuals 
who are at non-academic 
institutions, please contact 
the Association to verify 
your eligibility.  
Corporations Walmart Community Grant 
Program- supports the 
needs of their 
communities by providing 
grants to local 
organizations (Walmart, 
n.d.). 
Community Grants range 
from a minimum of $250 to 
the maximum grant of 
$2,500 (Walmart, n.d.). 
Funds must benefit the 
facility’s service 
area: potential grantees 
should be nonprofit 
organizations with programs 
that benefit communities 
within the service area of 
the Walmart store, Sam’s 
Club or Logistics facility 
from which they are 
requesting funds. 
Banks Bank of 
America 
Nonprofit Grant Funding- 
Bank of America develops 
strong partnerships with 
nonprofit organizations 
serving community needs, 
bringing their collective 
networks and expertise to 
help communities grow 
and thrive (Bank of 
America, n.d.). 
They do not have minimum 
and maximum amounts. 
Grants range from $5000 - 
$50,000 with outliers on 
either end. Grant award is 
determined based on market 
budget, scope of work, 
impact in the community 
and community need. 
To be considered for a local 
grant, the organization must 
be nonprofit, based and 
served in communities 
listed on the website, 
aligned with their funding 
priorities of community 
development, education and 
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workforce development and 
critical needs (Bank of 
America, n.d.). 
Foundation American 
Occupational 
Therapy 
Foundation 
(AOTF) 
Intervention 
research 
Grant 
Program 
The purpose of this grant 
program is to lay the 
necessary groundwork for 
larger intervention studies 
and support the 
profession's Centennial 
Vision of occupational 
therapy as science-driven 
and evidence-based 
(AOTF, 2017).  
The maximum grant amount 
is $50,000. 
AOTF Intervention 
Research Grant (IRG) is 
targeted to eligible principal 
investigators who do not 
currently have substantial 
extramural research awards 
as an independent principal 
investigator among other 
criteria. 
Crowdsourcing Varies Crowdsourcing is a 
process by which 
individuals pool money 
and other resources to 
fund different projects. 
Different crowdsourcing 
platforms provide a 
platform for promoting 
the project and pledging 
funds. 
 
GoFundMe.com 
FundAnything.com 
Ralley.org  
KickStarter.com 
Amount varies 
 
Table 5-2. Potential Funding Sources 
Conclusion 
 In summary, Connections will incur expenses during the planning, 
implementation and dissemination stages of development, most of which include 
personnel and equipment. The anticipated expenses are $6,390 (see Table 5-2). Potential 
funding sources to cover the anticipated expenses may include state, national, foundation, 
corporation, bank, and crowdsourcing options.  
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CHAPTER SIX: DISSEMINATION PLAN 
Connections will be guided by a person-centered care philosophy and utilize 
occupation and evidence-based based approaches. Connections will include a series of 
different daily interventions that will be provided in a skilled nursing facility over the 
course of six weeks for residents with mild to moderate dementia, as measured by the 
MMSE (Mini Mental State Examination). A review of the evidence-based research 
focused on effectiveness of interventions for people with dementia suggest that the most 
promising interventions for reducing symptoms of behavioral disruptions in persons with 
dementia include: music therapy, animal-assisted therapy, massage, activities-based 
interventions, behavioral management and combination therapies incorporating two or 
more of these interventions.  
Dissemination goals 
Long-term goal: Improve the quality of life in persons with dementia by 
integrating evidence-based interventions suggesting promise to effectively decrease 
behavioral disruptions.  
Short-term goals:  
• The author will provide a review of the evidence that support the effectiveness of 
various interventions in decreasing behavioral disruptions and improving quality 
of life in people with dementia. 
• The author will initiate face-to-face meetings with the skilled nursing facility 
administrators and rehabilitation directors to share information about the program.  
• Poster or platform presentations will be prepared with the intention of presenting 
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at long-term care and occupational therapy conferences. 
Table 6-1 provides of list of audiences, key messages, messengers, and types of 
activity and timing.  
Audience Key Messages Messengers/ 
Influential 
Spokespersons 
Type of Activity and Timing 
Primary audience: 
  
BEFORE THE 
PROGRAM IS 
IMPLEMENTED 
 
Skilled nursing 
facility 
administrators and 
rehabilitation 
directors 
- Share 
information 
about the 
program to 
get “buy-in” 
to implement 
the program 
- Present 
information 
about the 
review of 
literature   
- Discuss 
cost/benefit 
analysis of 
implementing 
the program 
- Designer of 
the program 
 
- Written information: 
pamphlet for administrators 
and marketers to distribute to 
people considering 
placement in the skilled 
nursing facility. Pamphlet 
will include information 
about the proposed program. 
- Written information: provide 
Executive Summary of 
doctoral project prior to 
program implementation 
- Written information: email 
distributed to the 
administrators and 
rehabilitation directors about 
the proposed program 
- Electronic media: 
PowerPoint presentations for 
administrators and 
rehabilitation directors prior 
to program implementation  
- Electronic media: social 
media sites such as Twitter 
and LinkedIn to promote the 
intervention program to 
prospective residents and 
their caregivers, therapists 
and administrators of long-
term care facilities  
- Person-to-person contact: 
individual meetings with 
audience to discuss concerns 
and questions prior to the 
program implementation 
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Secondary 
audience: 
 
AFTER THE 
PROGRAM HAS 
BEEN 
IMPLEMENTED 
AND ASSESSED 
 
Other occupational 
therapists who may 
want to replicate 
the intervention 
program in long-
term care facilities 
for people with 
dementia. 
 
 
- Share 
information 
and commu-
nicate 
findings 
related to the 
implementa-
tion of the 
program  
- Designer of 
the program 
- Therapy staff 
members who 
have 
successfully 
implemented 
the program 
- Electronic media: 
PowerPoint presentations at 
long term care and 
occupational therapy 
conferences/association 
meetings after program 
implementation 
- Electronic media: social 
media sites to promote the 
intervention program to 
other therapists who may 
want to replicate the 
intervention  
- Written information: a poster 
will be displayed at AOTA 
and state conferences 
- Written information: journal 
article on the results of the 
program will be prepared 
and submitted to non-peer 
reviewed journals, such as 
OT Practice and ADVANCE 
for OT magazines  
- Written information: journal 
article will be prepared to be 
submitted to a peer-reviewed 
journal after the program 
implementation 
Table 6-1. Audience, Key Messages, Messengers, and Activity  
 
Budget 
 The implementation of the dissemination activities requires resources of time and 
money. The anticipated budget plan includes the financial costs for dissemination of 
information that will be implemented. Table 6-2 lists budget needs of the dissemination 
activities by audiences. 
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Audience Dissemination activity Expense Explanation 
Primary audience: 
Skilled nursing 
facility 
administrators and 
rehabilitation 
directors 
Written information: pamphlet for 
administrators and marketers to 
distribute to people considering 
placement in the skilled nursing 
facility 
 
$100 Approximately 200 
pamphlets: 
$0.50/brochure 
 Written information: provide 
Executive Summary of doctoral 
project prior to program 
implementation 
$5.00 Approximately 50 
sheets of color 
printing: 
$0.10/sheet 
 Written information: email 
distributed to the administrators 
and rehabilitation directors 
$0 No cost 
 Electronic media: PowerPoint 
presentations for administrators 
and rehabilitation directors prior to 
program implementation  
$0 No cost 
 Electronic media: social media 
sites such as Twitter and LinkedIn 
to promote the intervention 
program 
$0 No cost 
 Person-to-person contact: 
individual meetings with audience 
to discuss concerns and questions 
prior to program implementation  
$300 $50/hr for author’s 
time (approximately 
6 hours)  
Secondary 
audience:  
Other occupational 
therapists who 
may want to 
replicate the 
intervention 
program in their 
facilities 
Electronic media: PowerPoint 
presentations at long term care and 
occupational therapy 
conferences/association meetings 
after program implementation 
$801 Conference 
registration for 
AOTA members- 
$451 
 
Conference fee for 
non-members of the 
Greater New York 
Health Care 
Facilities 
Association 
(GNYHCFA)- $350 
 Electronic media: 
social media sites to promote the 
intervention program 
$0 No cost  
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 Written information: a poster will 
be displayed at AOTA and state 
conferences 
 
$30 Glossy 24”x36” 
poster print- $30 
from 
VistaPrint.com  
 Written information: journal 
articles on the results of the 
program will be prepared and 
submitted to non-peer reviewed 
journals, such as OT Practice 
Magazine, ADVANCE for OT 
$3,220 OT Practice- no 
cost 
 
ADVANCE for OT- 
estimated rate for a 
full-page, black and 
white ad is $2,176 
to promote the 
intervention 
program  
 Written information: journal article 
will be prepared to be submitted to 
a peer-reviewed journal after the 
program 
$0 No cost 
Total Cost  $4,956  
Table 6-2. Budget Needs 
 
Evaluation 
The overall success of dissemination efforts will be evaluated according to the following 
criteria: 
1. Increasing number of people involved in the program 
2. Reported positive change in knowledge and skills in interventions to reduce 
behavioral disruptions in persons with dementia following program completion, 
as indicated by scores of at least “agree” on surveys 
3. Adoption of the intervention program by a long-term care facility with residents 
with dementia 
An assessment of the effectiveness of dissemination activities may include: 
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- PowerPoint presentation: the number of people requesting for a copy of the 
PowerPoint presentation 
- Individual meetings: the number of individual meetings requested by key leaders 
- Non-peer reviewed journal article: paper will be accepted immediately following the 
program pilot phase completion 
- Peer reviewed journal article: paper will be accepted within one year following the 
program pilot phase completion 
Conclusion 
 In summary, the anticipated expenses for dissemination are $4,956 (see Table 6-
2). The primary audience for Connections is skilled nursing facility administrators and 
rehab directors. The secondary audience for Connections is other occupational therapists 
who may want to replicate the intervention program in their facilities. Written 
information (pamphlets, executive summary, email, poster, non-peer reviewed journal 
article, and peer reviewed journal article) electronic media (PowerPoint presentations and 
social media sites), and person-to-person contact (individual meetings) will be ways to 
reach each target audience. The outcome of the dissemination plan would be for 
administrators to “buy-into” the program and for other occupational therapists to 
implement the program in long-term care facilities with people with dementia.  	  
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CHAPTER SEVEN: CONCLUSION 
Although memory loss and cognitive deficits are the defining symptoms of 
dementia, behavioral disruptions are the most difficult aspect of ongoing care (Gormley, 
Lyons, & Howard, 2001). Behavioral disruptions may include verbal agitation such as 
yelling, physical disturbances such as striking a nursing staff/caregiver, repetitive 
behaviors such as repeating a sound, a word, a question, or an action (for example, 
tapping fingers), wandering or acts of sexual disinhibition such as inappropriate touching 
of self and others in public settings (Braun & Kunik, 2004). These behavioral disruptions 
in persons with dementia are commonly associated with decreased quality of life in 
persons with dementia and their caregivers (Fauth, Zarit, Hofer & Stephens, 2006).  
Lack of meaningful activities, unmet psychological needs and fear or sense of loss 
of control are hypothesized to exacerbate behavioral disruptions in persons with dementia. 
Kitwood (1997a), pioneer of the person-centered approach to care for persons with 
dementia, proposed the term “personhood” to raise awareness of the importance of 
respect in caregiver relationships. Terada et al. (2013), reported that lack of person-
centered care is related to lower quality of life for residents with dementia living in long-
term care facilities. 
Different non-pharmacological interventions have potential to reduce symptoms 
of behavioral disruptions in persons with mild to moderate dementia. The following 
interventions provide the most promising results in reducing symptoms of behavioral 
disruptions in persons with dementia: music therapy, animal-assisted intervention, 
massage, activities, engagement in activity, behavioral management and combination 
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therapies incorporating two or more therapies.  
Connections includes a series of different daily interventions that will be provided 
in a skilled nursing facility over the course of six weeks for 6–8 residents with mild to 
moderate dementia, as measured by the Mini-Mental State Examination (MMSE). The 
purpose of Connections will be to decrease the behavioral disruptions in persons with 
mild to moderate dementia residing in a skilled nursing facility through social connection 
and engagement in activity. Connections will address the unmet psychological needs in 
people with dementia, such as fear or a sense of loss of control, lack of meaningful 
activities, loneliness and a lack of social interaction. The six-week program will consist 
of various evidence-based and occupation-centered interventions. Each intervention will 
be provided separately, twice a week for a total of six weeks. 
The delivery of evidence-based, non-pharmacological interventions to minimize 
disruption behaviors among older adults with dementia is imperative. A synthesis of the 
intervention effectiveness literature (music therapy, animal-assisted intervention, 
massage, activities, behavioral management, and combination therapies incorporating 
two or more therapies) suggest that promotion of social participation/engagement in 
activity may be an important overarching goal of intervention for people with dementia 
living in long-term facilities.  
Based on a review of the studies, the essential feature that the interventions have 
in common is social participation and connection and/or engagement in activity. There is 
a need for a holistic approach that addresses the individual’s skills, interests, engagement 
in occupation, and daily routines in the context of his or her environment (Wong & 
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Leland, 2016). Therefore, occupational therapy practitioners, who are well trained to 
deliver person-centered care, are well situated to provide non-pharmacological 
interventions that reduce behavioral disruptions and improve the overall quality of life in 
persons with dementia. According to a review of the studies, non-pharmacological 
interventions show most promise in reducing behavioral disruptions when the residents 
are provided with the opportunity for social engagement, connection and/or engagement 
in activity. Occupational therapy practitioners can play a pivotal role in maximizing the 
quality of life for persons with dementia. 
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APPENDICES 
Appendix A: Evidence to Support the Proposed Explanatory Model 
 
1. Is there evidence that behavioral disruptions among persons with dementia interfere with quality of life? 
 
Reference Report type Study design Key findings Application 
Kales, H. C., Gitlin, L. 
N. & Lyketsos, C. G. 
(2014). The time is now 
to address behavioral 
symptoms of dementia. 
Journal of the American 
Society on Aging, 38(3), 
86–95.  
Qualitative Literature review The increased national focus on 
Alzheimer's Disease has all but ignored 
one of the most devastating features of 
the illness: behavioral symptoms. 
 
Behavioral symptoms reduce the quality 
of life (mood, cognition) for persons 
with dementia and their caregivers. 
 
DICE, which stands for Describe, 
Investigate, Create and Evaluate, is an 
evidence-informed approach designed to 
detect and manage behavioral symptoms 
of dementia. 
Article provides evidence that 
behavioral disruptions in persons 
with dementia lead to decreased 
quality of life in persons with 
dementia. DICE can be used by 
any health professional and within 
a team-care setting that fosters 
coordination between the 
implementation of medical and 
non-pharmacological strategies.  
Cohen-Mansfield, J. & 
Jacobo, M. (2005). 
Time for change: The 
role of non-
pharmacological 
interventions in treating 
behavior problems in 
nursing home residents 
with dementia. 
Alzheimer disease & 
associated disorders, 
19(1), 37–40. 
Qualitative Critical appraisal 
of topic 
The authors discuss the etiology of 
behavior problems in dementia and 
concludes that a substantial portion of 
such behaviors arise when care does not 
appropriately address the underlying 
causes. 
 
Article delineates some of the steps that 
are needed to move toward a more 
appropriate treatment of persons with 
dementia who manifest behavior 
problems.  
Article provides evidence that 
behavior problems in dementia 
negatively affect quality of life. 
Care can be enhanced by an 
approach of rehabilitation and 
restorative care, yet the main focus 
is that of improving overall well-
being and addressing the needs of 
the person with dementia, even 
when those needs are not obvious 
or articulated.  
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Phillips, V. L. & Diwan, 
S. (2003). Incremental 
effect of dementia-
related problem 
behaviors on the time to 
nursing home placement 
in poor, frail, demented 
older people. Journal of 
the American Geriatrics 
Society, 51(2), 188–
193. 
Observa-
tional 
Client assessments 
were reviewed 
retrospectively for 
clinical, functional, 
and cognitive 
information, 
particularly the 
presence of 
dementia-related 
problem behaviors  
Dementia-related problem behaviors 
play a significant role in the timing of 
nursing home placement for older 
people with dementia. Those with 
dementia-related problem behaviors 
entered nursing homes nearly 2 years 
earlier than those without.  
 
Having a problem behavior shortened 
average median survival by 
approximately 2 years.  
Dementia-related problem 
behaviors reduce the quality of life 
in older people with dementia. 
Finding an appropriate way to 
address dementia-related issues is 
an important area for future 
research.  
 
2. Is there evidence that a lack of meaningful activities for persons with dementia lead to a decreased quality of life?  
 
Reference Report type Study design Key findings Application 
Roland, K. P. & 
Chappell, N. L. 
(2015). Meaningful 
activity for persons 
with dementia. 
American Journal 
of Alzheimer’s 
Disease & Other 
Dementias, 30(6), 
559–568.  
Qualitative Data come from a large 
provincial program of 
research that aims to 
understand the caregiver 
perspective through face-to-
face interviews 
Connection to others is the most 
commonly listed reason why an 
activity is meaningful, 
highlighting how positive social 
interactions and support from the 
community and family may 
diminish some of the negative 
impacts of dementia. 
Even with progressing memory loss, 
meaningful activities enable the 
person with dementia to connect 
with others, practice communicating 
effectively, deal with memory loss 
problems, foster appropriate 
behavior, improve/maintain 
functional performance, and 
improve quality of life. Social 
interaction associated with activity 
participation is beneficial to the 
cognition (stimulation), health, 
enjoyment and independence of 
persons with dementia. 
Harmer, B. J. & 
Orrell, M. (2008). 
What is meaningful 
activity for people 
Qualitative The study sample consisted 
of residents of the three care 
homes, staff employed at 
the homes and family 
The main factors that made 
activities meaningful for residents 
appeared to be based on values 
and beliefs related to their past 
Part of human nature is to seek out 
meaningful activity, which can 
provide structure to life and 
meaning to individuals, enable 
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with dementia 
living in care 
homes? A 
comparison of the 
views of older 
people with 
dementia, staff and 
family careers. 
Aging & Mental 
Health, 12(5), 548–
558.  
 
careers of people with 
dementia in care. A focus 
group design was chosen in 
preference to individual 
interviews. A question 
guide was constructed and 
developed to provide a 
framework for the 
discussions, which was 
piloted and adapted. 
Questions included, “Could 
you tell us a bit about what 
sort of things you do here 
that you particularly 
enjoy/are important to 
you/make your day 
worthwhile/look forward 
to?” 
roles, interests and routines. 
Activities such as a reminiscence 
group or musical activities that 
addressed their psychological 
needs and made them feel valued, 
stimulated and included 
contributed to the meaningfulness 
of activities. 
opportunities for pleasurable 
experiences, improve quality of life 
and promote well-being and health.   
Foidel, S. (2014). 
Rediscovering 
forgotten 
occupations: 
Helping persons 
with dementia re-
engage in 
meaningful roles 
and routines. OT 
Practice, 19(13), 
14–20.  
Opinion 
piece 
Author discusses how 
occupational therapists can 
help re-engage people with 
dementia in meaningful 
roles and routines to 
improve quality of life. 
Author provides examples 
of how meaningful 
occupations affect quality of 
life. 
Providing meaningful occupations 
to a person with dementia allows 
occupational therapists to support 
the person, despite the losses 
caused by dementia. Without 
meaningful occupations, the 
person with dementia is 
disconnected, which can decrease 
the quality of life for the person 
with dementia.  
Fostering participation in 
meaningful occupations can 
improve the quality of life for 
people with dementia. 
 
  
		
97 
3. Is there evidence that unmet psychological needs in persons with dementia lead to a decreased quality of life? 
Reference Report type Study design Key findings Application 
Scholzel-Dorenbos, 
C. J.M., Meeuwsen, 
E. J., & Rikkert, M. 
G.M. (2010). 
Integrating unmet 
needs into dementia 
health-related 
quality of life 
research and care: 
Introduction of the 
hierarchy model of 
needs in dementia. 
Aging & Mental 
Health, 14(1), 113–
119.  
Qualitative Narrative review of 
literature on needs of 
patients and 
caregivers and 
HRQol determinants 
important in 
dementia 
The Hierarchy Model of Needs is 
often depicted as a pyramid 
consisting of different levels, 
comprising five fundamental 
human needs. The lower level deals 
with physiological basic needs 
(food, drinks, shelter, warmth), 
while the top levels are associated 
with psychological needs: safety, 
love and belongingness, self-
esteem and needs of self-
actualization. The lower four layers 
of the pyramid are physiological 
needs, safety and security, love and 
belonging and esteem. 
Disruptive behaviors may be 
expressions of unmet 
psychological needs or goals. 
Unmet psychological needs are 
associated with psychological 
problems, such as anxiety and 
depression, as well as behavioral 
disruptions, which may decrease 
quality of life.  This increases risk 
for institutionalization. 
Professionals should be aware that 
in dementia care, often only the 
basic levels of needs are partially 
met, that many needs remain 
unmet and that much can be done 
to improve overall quality of life. 
Cohen-Mansfield, 
J., Dakheel-Ali, M., 
Marx, M. S., Thein, 
K., & Regier, N. G. 
(2015). Which 
unmet needs 
contribute to 
behavior problems 
in persons with 
dementia? 
Psychiatry 
Research, 228(1), 
59–64.  
The study described 
the determination of 
unmet needs within 
the context of the 
treatment arm of a 
randomized placebo 
controlled repeated 
measures study of 
non-pharmacological 
intervention for 
behavior problems in 
persons with 
dementia 
Participants were 89 
nursing home 
residents with a 
diagnosis of 
dementia, according 
to their medical 
chart, from six 
nursing homes in 
Maryland, USA.  
Results show a high prevalence of 
unmet needs, particularly for needs 
pertaining to loneliness/need for 
social contact, boredom, need for 
meaningful activity, and 
discomfort. Unmet needs were 
assessed using the Type of Unmet 
Need Assessment (TUNA) 
developed by the authors. The 
TUNA includes nine yes or no 
items describing types of unmet 
needs. A high prevalence of unmet 
needs relating to social contact and 
meaningful activities was found.  
Finding meaningful activities is 
imperative for promoting quality 
of life and reducing agitated 
behaviors. Activities interpreted as 
meaningful by residents relate to 
their past values, beliefs, interests 
and routines, and psychological 
needs, and are experienced as 
enjoyable. 
This article provides evidence that 
unmet psychological needs in 
persons with dementia decrease 
their overall quality of life. 
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4. Is there evidence that fear or a sense of loss of control in persons with dementia lead to a decreased quality of life?  
 
Reference Report type Study design Key findings Application 
Terry, P. (2010). 
Dementia: A ‘death of 
the mind’. Therapy 
Today, 21(8), 20–24. 
Opinion 
piece 
Author offers a 
psychodynamic 
contribution to thinking 
about the care of persons 
with dementia and about 
the impact of dementia on 
those who have it 
The following factors bring on apprehension 
to persons with dementia, which reduce their 
overall quality of life: fear of dependency; 
fear of dying; fear that there will not be 
dependable love and care; fear of loss of 
control, reduced to terrifying states of 
helplessness, dependent on others for their 
every need.  
Dementia stirs 
unconscious fears in 
persons with dementia 
that can have a 
profoundly negative effect 
on the quality of life on 
both groups.  
 
 
Steeman, E., De 
Casterle, B. D., 
Godderis, J., & 
Grypdonck, M. 
(2006). Living with 
early-stage dementia: 
a review of qualitative 
studies. Journal of 
advanced nursing, 
54(6), 722–738.  
Qualitative Literature review: thirty-
three pertinent articles 
were identified, 
representing 28 separate 
studies and 21 different 
research samples. To 
obtain an insider’s view 
of living with early-stage 
dementia, the authors 
carried out a meta-
synthesis of qualitative 
studies of people with 
dementia. The aim of the 
review was to advance 
understanding of what a 
person experiences when 
trying to live with early-
stage dementia. 
Loss of control is one prominent 
consequence that can affect many aspects of 
life, such as ability to act, which leads to 
feelings of incompetency. Feeling 
incompetent may hinder a person in further 
engaging in meaningful tasks or taking on 
certain roles. Loss of meaningful activity 
may occur, along with loss of meaningful 
relationships. The person with dementia may 
become dependent on others to take care of 
them. People with dementia commonly feel 
stressed, confused, fearful and insecure 
because of the incomprehensibility and 
unpredictability of dementia and its related 
changes. All these factors contribute to a 
decreased quality of life in persons with 
dementia. 
Memory decline often 
causes loss in many 
domains of life, including 
one’s identity. Being a 
meaningful member of 
society, feeling secure and 
having autonomy are 
threatened. The threat 
stems not only from the 
cognitive loss, but 
foremost from being 
accused, restricted, 
ignored or patronized by 
others. 
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de Boer, M. E., 
Hertogh, C. M., 
Droes, R. M., 
Rigphagen, I. I.., 
Jonker, C., & 
eefsting, J. A. (2007). 
Suffering from 
dementia; the 
patient’s perspective: 
a review of the 
literature. 
International 
Psychogeriatric, 
19(6), 1021–1039. 
Qualitative Literature review: authors 
explored the available 
clinical and scientific 
literature on the 
experiences of living 
through dementia as 
expressed by the people 
with dementia themselves.  
People with dementia frequently experience 
a sense of loss of control. This has an effect 
on people’s personality, their feelings of 
respect and human dignity, but also 
influences meaningful roles in relationships 
with others. Many experience feelings of 
fear, insecurity, confusion or disbelief when 
they start to realize ‘something is wrong.’ 
People with dementia who 
experience fear and the 
affective symptoms are 
more likely to have 
behavioral problems and 
difficulties with activities 
of daily living, thus 
experiencing a reduced 
quality of life. 
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Appendix B: Appraisal of Current Methods 
What are effective interventions for decreasing behavioral disruptions in persons with dementia compared to persons without dementia?  
Reference Study 
Objectives 
Context/ 
Participants 
Outcome  
Measures 
Intervention Results Application Study  
Limitations 
Music Therapy 
Lin, Y., Chu, 
H., Yang, C. 
Y., Chen, C. 
H., Chen, S. 
G., Chang, 
H. J., Hsieh, 
C. J., & 
Chou, K. R. 
(2011). 
Effectivenes
s of group 
music 
intervention 
against 
agitated 
behavior in 
elderly 
persons with 
dementia. 
International 
Journal of 
Geriatric 
Psychiatry, 
26(7), 670–
680.  
The study 
explored 
the effect-
tiveness of 
group 
music 
inter-
vention 
against 
agitated 
behavior 
in elderly 
persons 
with 
dementia. 
Subjects 
were 104 
elderly 
patients with 
dementia 
aged 65 
years or 
older, 
recruited 
from three 
nursing 
home 
facilities in 
Taiwan. The 
enrollment 
criteria were 
as follows: 
patient had 
been 
diagnosed by 
physician as 
having 
dementia 
using DSM-
IV-TR, 
Mini-Mental 
State 
Examination 
(MMSE) to 
measure 
cognitive 
function, 
Chinese 
Version of 
the Cohen-
Mansfield 
Agitation 
Inventory 
(C-CMAI). 
The four 
categories of 
behavior 
rated by the 
C-CMAI are 
physical 
non-
aggressive, 
physically 
aggressive, 
verbally 
Subjects in the 
experimental group were 
given a total of 12 
sessions of group music 
intervention (two 30-min 
sessions/week for 6 
weeks) at the same 
location. The subjects in 
the control group 
continued to perform 
their usual daily 
activities. The music 
intervention was 
modified from the 
protocol developed by 
Clair and Bernstein. All 
sessions were performed 
at the same location in 
each nursing facility. The 
group music intervention 
provided live or recorded 
music for patients to 
listen to and direct 
involvement of patients 
through singing or 
Lower C-CMAI 
scores were 
observed in the 
experimental 
group. There was 
a statistically 
significant 
decrease in 
agitated 
behaviors, 
physically non-
aggressive 
behaviors, 
physically 
aggressive 
behaviors, 
verbally non-
aggressive 
behaviors and 
verbally 
aggressive 
behaviors. The 
results showed 
that after group 
music 
This study 
revealed that 
group music 
intervention is 
effective in 
alleviating 
agitated behavior 
in elderly patients 
with dementia. 
Incorporating 
music into the 
therapeutic milieu 
is helpful. 
Instrumental 
playing, group 
singing and 
listening to music 
together are 
morale-building 
social experiences 
for patients, who 
may derive 
strength and 
support from the 
group. Therefore, 
The 
representativeness 
and extrapolation 
of the study may 
be limited 
because subjects 
are recruited from 
three nursing 
facilities for the 
elderly with 
dementia in 
Taipei. Due to the 
relatively short-
term effects of 
music group 
sessions, such 
activities should 
be long-term and 
maintained so that 
complete care can 
be provided for 
elderly persons 
with dementia. 
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patient was 
65 years or 
older and the 
patient spoke 
Mandarin 
and/or 
Taiwanese.   
non-
aggressive 
and verbally 
aggressive 
behaviors.  
playing an instrument. 
Prior to the music 
intervention, one-on-one 
interviews were 
conducted to evaluate 
subjects’ interest and 
fondness for music. In 
order to conduct music 
intervention effectively, 
the researcher completed 
a series of music therapy 
courses in two university 
music therapy programs. 
intervention, the 
experimental 
group presented 
fewer agitated 
behaviors at the 
6th and 12th 
sessions and at 1 
month after 
cessation of the 
intervention.  
group music 
therapy can be 
used as an 
intervention to 
maximize the 
effect of 
decreasing 
agitated behavior 
of patients. 
Raglio, A., 
Bellelli, G., 
Traficante, 
D., Gianotti, 
M., Ubezio, 
M. C., 
Villani, D., 
& Trabucchi, 
M. (2008). 
Efficacy of 
music 
therapy in 
the treatment 
of behavioral 
and 
psychiatric 
symptoms of 
dementia. 
Alzheimer 
To 
evaluate 
music 
therapy 
(MT) 
effectivene
ss in the 
treatment 
of 
behavioral 
and 
psycho-
logical 
symptoms 
of 
dementia 
(BPSD) 
among 
subjects 
The study 
took place 
from January 
2004 to 
August 
2006. 
Among 5 
initially 
identified 
nursing 
homes, 3 
accepted to 
participate in 
the study. 
These 
nursing 
homes were 
skilled in the 
care of 
Mini Mental 
State 
Examination 
(MMSE), 
Barthel 
Index and 
Neuropsy-
chiatry 
Inventory 
(NPI). The 
NPI 
measured 
hallucina-
tions, 
delusions, 
depression, 
agitation, 
euphoria, 
anxiety, 
The essential feature of 
the music therapy (MT) 
was a nonverbal 
approach to promote 
communication among 
the subjects. Through 
nonverbal behavior and 
sound-music 
performances, the patient 
conveys his/her emotions 
and feelings and is 
stimulated to modify the 
global emotional and 
affective status. The 
experimental group 
received 3 cycles of 10 
MT sessions (30 
min/session), whereas 
the control group 
The most 
relevant 
improvements in 
NPI score were 
for delusions, 
agitation, 
anxiety, apathy, 
irritability, 
aberrant motor 
activity, and 
nighttime 
behavior 
disturbances. 
MMSE did not 
vary 
significantly 
during the study, 
both in the 
experimental and 
This study 
supports the 
assertion that MT 
is an effective 
treatment for 
BPSD in patients 
with dementia.  
A limit of the 
study is that the 
criteria for 
randomization 
were not 
standardized. 
Another limit is 
that the 
assessment for 
increased 
communication 
was done only for 
the experimental 
and not for the 
control group. 
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Disease and 
Associated 
Disorders, 
22(2), 158–
162. 
with 
moderate 
to severe 
dementia. 
patients with 
BPSD. 
Music 
therapists 
had attended 
a 5-year 
training 
focusing on 
this 
approach 
and were 
familiar with 
the case of 
subjects with 
dementia. 
apathy, 
disinhibition, 
irritability, 
aberrant 
motor 
activity, 
appetite and 
eating and 
nighttime 
behavior 
disturbances. 
The authors 
did not 
specify the 
behaviors 
measured 
with MMSE 
and the 
Barthel 
Index. 
underwent educational 
(i.e., personal care, 
lunch, bath, cognitive 
stimulation, etc.) and 
entertainment activities 
(i.e., reading a 
newspaper, playing 
cards, occupational 
activities, etc.) 
customized to the 
patients' preferences. 
Each MT session was 
videotaped with a fixed 
camcorder on a tripod in 
a corner of the room. At 
the end of each session, 2 
observers, not directly 
involved in the study, 
assessed the behaviors of 
each patient by viewing 
the videotapes. 
in the control 
group. The 
Barthel index 
scores 
significantly 
decreased over 
time in both 
groups.  
Meta-analysis 
Chang et al. (2015) performed a meta-analysis of 10 randomized controlled trials pertaining to the efficacy of music therapy on disruptive 
behaviors, anxiety levels, and depressive moods in people with dementia. The meta-analysis included all the randomized controlled trials 
found in literature relating to music therapy for people with dementia over the past 15 years. Music therapy is used within a therapeutic 
relationship to address physical, emotional, cognitive and social needs of individuals. Music therapy includes individual therapy and 
group therapy. In individual music therapy, a therapist carefully assesses and determines the requirements, ability and experiences of a 
client; various activities and music content are then provided according to the client’s background and preferences to achieve treatment 
goals. In group music therapy, group treatment factors, such as cohesion, interactions among members and experience sharing enable 
group members to receive therapeutic benefits from music. Results show that music therapy significantly decreased disruptive behaviors 
and anxiety levels in people with dementia.  
The findings from the meta-analysis indicate that individual music therapy should be provided once a week to patients with cognitive 
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functioning problems and group music therapy should be provided several times a week to patients. Both individual and group music 
therapy will decrease disruptive behaviors in persons with dementia. Sessions could last for approximately 45 minutes, breaking this 
down into 10-minute mini-sessions of singing, listening to music, playing and/or singing along with music, choosing songs. In relation to 
occupational therapy, the patient(s) can listen to music while participating in the OT session in order to decrease behavioral disruptions 
and increase participation in the task at hand. The occupational therapist may also actively involve patients by having them sing or play 
an instrument prior to the occupational therapy intervention in order to reduce behavioral disruptions in order to facilitate better 
performance. Prior to the music intervention, one-on-one interviews should be conducted to evaluate subjects’ interest and fondness for 
music. Music is used with people with dementia because it incorporates those elements that assist a feeling of well-being in the treatment 
setting (Baird & Samson, 2015). Slower paced music with a consistent and predictable rhythm is known for having calming effects on the 
system, while upbeat & quick paced music is generally alerting and facilitates action/movement (Fletcher, Clark, & Warren, 2014). 
Music provides powerful ways to include even the most disabled individuals (Baird & Samson, 2015). Music also promotes social 
interaction, a sense of inclusion and communication among the patients or between the patient and therapist (Fletcher, Clark, & Warren, 
2014).  
Music therapy is a cost-effective, enjoyable, and noninvasive in creating an environment that is conducive to the well-being of patients 
with dementia. Occupational therapists have a history of using music in their treatment probably to a greater extent than is documented in 
the literature. Occupational therapists may use engagement in music activities to promote health through the use of activity that involves 
all of the occupational performance components.  
References 
Baird, A. & Samson, S. (2015). Music and dementia. Progress in Brain Research, 217, 207–35.  
Chang, Y. S., Chu, H., Yang, C. Y., Tsai, J. C., Chung, M. H., Liao, Y. M., Chi, M. J., Liu, M. F., & Chou, K. R. (2015). The efficacy of 
music therapy for people with dementia: A meta-analysis of randomised controlled trials. Journal of Clinical Nursing, 24(23–24), 
3425–3440.  
Fletcher, P. D., Clark, C. N., & Warren, J. D. (2013). Music, reward and frontotemporal dementia. A Journal of Neurology, 137(10), 300–
310. 		 	
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Animal-Assisted Therapy 
Richeson, N. 
E. (2008). 
Effects of 
animal-
assisted 
therapy on 
agitated 
behaviors and 
social 
interactions 
of older 
adults with 
dementia. 
American 
Journal of 
Alzheimer’s 
Disease and 
Other 
Dementias, 
18(6), 353–8. 
To study 
the effects 
of animal-
assisted 
therapy 
(AAT) in 
decreasing 
the 
agitated 
behaviors 
of older 
adults with 
dementia.  
The nine-week 
pilot study was 
conducted in 
two New 
England 
nursing homes, 
which offered 
therapeutic 
recreation 
programs. The 
AAT 
intervention 
was conducted 
in a group room 
in special care 
units certified 
for persons with 
dementia. The 
intervention 
took place 
Monday 
through Friday 
during the 
change in 
nursing shifts. 
Each 
intervention 
group consisted 
of the following 
participants: 
MMSE, 
CMAI 
The study used a 
quasiexperimental time-
series design with three 
phases: baseline prior to 
intervention, post-test 
after the three-week 
intervention and follow-
up three weeks after the 
intervention ended. The 
AAT intervention was 
conducted for three 
weeks, Monday–Friday 
from 2:30pm–3:30pm 
during the change of 
nursing shifts. For each 
session, the participants 
were seated in a circle. 
The therapeutic 
recreation professional 
began by introducing the 
members of the group to 
each other, to the dogs 
and to the handlers. 
Participants could play 
with the dog, pet it, feed 
it treats, talk to it, brush 
it, reminisce about past 
pets, talk to the handler, 
and talk to the staff. Just 
before the end of the 
The CMAI and 
the AAT flow 
sheet revealed 
that the agitated 
behaviors of the 
participants 
decreased 
immediately 
following the 
intervention 
phase and 
increased during 
the follow-up 
phase of the 
study. Results 
also showed that 
social 
interactions 
increased 
significantly 
from the first 
week to the last 
week of the AAT 
intervention.  
AAT 
intervention 
can decrease 
the agitated 
behaviors 
and increase 
social 
interactions 
of persons 
with 
dementia. 
Although changes 
in behaviors were 
demonstrated at the 
end of three weeks 
of a daily 
intervention, it 
would be useful to 
have more specific 
data, e.g., if the 
changes occurred 
prior to the end of 
the three weeks, or 
if a once-a-week 
intervention would 
have produced the 
same changes. Also, 
it is not known what 
is needed to 
maintain the level 
of functioning 
reached after the 
initial intervention 
phase. Finally, the 
effects of mood- 
and behavior-
altering medications 
have not been 
studied in the 
context of an AAT 
intervention.  
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therapeutic 
recreation staff 
members, 
therapy dogs 
and the therapy 
dog handlers. 
There were 15 
nursing home 
participants, 14 
female were 
female and all 
were Caucasian. 
Ages ranged 
from 63–99. 
 
 
hour, the participants 
were thanked for 
attending and reminded 
of the next scheduled 
AAT session. The 
therapeutic recreation 
professional provided 
leadership by 
establishing rapport, 
encouraging appropriate 
communication, 
positioning the 
participants, and cueing 
the participants during 
each AAT session.  
 
Nordgren, L. 
& Engstrom, 
G. (2014). 
Effects of 
dog-assisted 
intervention 
on behavioral 
and 
psychological 
symptoms of 
dementia. 
Nursing 
Older People, 
26(3), 31–8. 
 
To 
evaluate 
the effect 
of a dog-
assisted 
interven-
tion on the 
behavioral 
and psych-
ological 
symptoms 
of 
residents 
with 
dementia 
during a 
The study was 
conducted in 
eight nursing 
homes in 
Sweden. A total 
of 33 residents 
with dementia, 
20 in the 
intervention 
group and 13 in 
the control 
group, were 
recruited. 
Criteria for 
participation 
were a 
Cohen-
Mansfield 
Agitation 
Inventory 
(CMAI) 
and the 
Multi-
Dimension-
al Dementia 
Assessment 
Scale 
(MDDAS) 
Intervention protocols 
were individually 
tailored based on 
residents’ needs and 
nursing staff’s and 
occupational therapist’s 
personal knowledge of 
residents. Intervention 
protocols included 
activities such as 
walking or playing with 
the dog, petting it, 
feeding it treats, talking 
to it, brushing it, 
reminiscing about 
previous pets, or talking 
In the 
intervention 
group, changes 
from baseline to 
follow up 
immediately 
after the 
intervention 
were not 
significant, 
possibly because 
of the small 
sample size. 
Some positive 
tendencies were 
observed: the 
AAT 
decreases 
behavioral 
symptoms in 
persons with 
dementia 
and creates 
the 
opportunity 
for contact 
with other 
residents or 
staff so that 
the person 
with 
dementia can 
In the study, the 
proxies were staff 
nurses and their 
responses to the 
questions were 
based on their 
assessments and 
values, which were 
not directly 
accessible to the 
research team. In 
addition, the 
possibility that staff 
nurses’ expectations 
of the intervention 
may have biased the 
		
106 
six-month 
period.  
diagnosis of any 
type of 
dementia and 
being a resident 
at the nursing 
home for at 
least four weeks 
before the start 
of the study. 
Additional 
criteria included 
not being 
allergic to dogs, 
not having 
expressed 
anxiety towards 
dogs earlier in 
life or 
becoming 
aggressive or 
getting upset 
when meeting a 
dog.  
to the dog handler. Each 
protocol included ten 
sessions.  The intended 
duration of each session 
was 45–60 minutes, once 
or twice a week. The dog 
handler encouraged 
communication and 
affirmed the participant’s 
emotions and feelings. 
The dog handler 
controlled the dog at all 
times.  
CMAI mean 
scores for 
physical non-
aggressive 
behaviors 
decreased and 
mean and 
median MDDAS 
scores for 
behavioral 
symptoms 
decreased. 
use social 
skills and 
interact with 
others.  
study results in 
some way cannot be 
ignored. 
Review 
A review by Bernabei et al. (2013) aimed to assess the effects of animal-assisted interventions (AAI) on elderly patients with dementia or 
various psychiatric disorders. The authors conducted a comprehensive literature search using various databases with the purpose of 
investigating AAI effects on cognitive functions, mood and behavior. A total of 18 articles on dementia and 5 on psychiatric disorders 
were included in the present review. AAI was found to have positive influences on patients with dementia by reducing degree of agitation 
and by improving degree and quality of social interaction. The results that are available indicate a positive effect on communication, but 
none on cognitive performance. In spite of the encouraging results of AAI, more research to identify optimal dosage, including duration 
and frequency of sessions and characteristics of clients most likely to benefit from AAI is needed. 
The role of the occupational therapist and the use of service dogs in practice may be considered an emerging area of practice for 
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occupational therapists. It is important to develop models of AAT that are specific to occupational therapy in order to distinguish the 
process and outcomes from AAT offered by other disciplines. Skillful use of the animal by the occupational therapist requires a client-
centered approach so that the therapist chooses an appropriate animal for each client and maximizes the use of the animal in the 
therapeutic encounter. The intervention must focus on the use of meaningful occupations that promote an individual’s quality of life. Pet 
ownership, care and regular interaction are all potentially meaningful occupations.  
In regards to how AAT can be applied to occupational therapy interventions, one first needs to be able to be an occupational therapist. 
This includes development of an intervention plan that is uniquely occupational therapy, documenting the results of the occupational 
therapy approaches used and finally having the knowledge base to use animals effectively (Velde, Cipriani, & Fisher, 2005). The dog is 
the modality (Velde, Cipriani, & Fisher, 2005). Like other types of modalities, occupational therapists use animals through approaches 
such as create/promote, establish/restore, maintain, modify, and prevent (Velde, Cipriani, & Fisher, 2005). 
When bringing pet therapy into medical or therapeutic settings, it is necessary to develop policy and procedures for use well in advance 
of starting up the program (Melikian & Krasner, 2000).  It is important to work in collaboration skilled pet therapy organizations that 
specialize in training pets and their owners about how to engage in this therapeutic process within different settings and among different 
populations (Melikian & Krasner, 2000).  One example is an organization called Bright Spot Therapy Dogs, Inc., a registered non-profit 
501 (c) (3) corporation.  They provide interested owners and dogs with the trainings necessary to learn the skills required to qualify as an 
official therapy dog team. It is essential to collaborate with a skilled organization that knows the various policies and guidelines 
governing the presence of dogs in hospitals and other facilities and can help in establishing the process (Melikian & Krasner, 2000).  A 
therapy dog team training process often requires: obedience trainings, a volunteer mentorship program, on-site evaluation and community 
awareness workshops (Melikian & Krasner, 2000). While there are benefits, it is important to note that some people may not have 
positive experiences to pet therapy.  Trauma histories, allergic reactions, paranoia or fear of certain animals are just a few examples of 
why this may not be a positive experience for some (Melikian & Krasner, 2000).  Therefore, it is important to carefully assess the risks 
and benefits for each individual. Occupational therapy incorporating AAT can be held once a week for 45 minutes individually or in a 
group setting. 
Studies of the human-companion animal bond reveal many physiological and psychological benefits. Petting a dog with which one is 
bonded to promotes relaxation, characterized by decreased blood pressure and other physical benefits (Casey, 2006). AAT also increases 
social interaction among individuals participating in the therapy. Additionally, a study by Bernstein, Friedmann, & Malaspina (2000) 
showed that individuals who had refused therapy came to the therapy sessions when they knew animals were going to be present. 
Interaction with animals changes the morale of long-term care residents. Occupational therapy participants continue doing therapeutic 
activities for a longer duration when animals are present, thereby potentially increasing the benefits of occupational therapy (Casey, 
2006).  
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Massage and Touch 
Hawranik, P., 
Johnston, P., 
& Deatrick, J. 
(2008). 
Therapeutic 
touch and 
agitation in 
individuals 
with 
Alzheimer’s 
disease. 
Western 
Journal of 
Nursing 
Research, 
30(4), 417–
34.  
 
To 
determine 
whether 
therapeutic 
touch (TT) 
was an 
effective 
intervention 
in 
decreasing 
agitated 
behaviors in 
cognitively 
impaired 
older 
people.  
Sample 
participants 
consisted of 20 
permanent 
residents from 
the personal 
care and 
special needs 
units of one 
long-term care 
facility. These 
units 
comprised the 
most stable of 
the facility’s 
population and 
included older 
residents with 
similar needs. 
The inclusion 
criteria 
included a 
diagnosis of 
senile 
dementia of 
the Alzheimer 
type, a score of 
23 or less on 
the MMSE, 
age of 65 or 
older, reports 
CMAI, 
MMSE 
The interventions for 
the two groups 
(experimental and 
simulated) were 
conducted in the 
evenings over 5 
consecutive weekdays. 
The practitioners and 
volunteers spent approx. 
30–40 min. 
implementing their 
treatment. The five 
phases of nontouch TT 
was administered by 
practitioners who had 
completed the advanced 
level of TT training. 
The Therapeutic Touch 
and Healing 
certification program 
involves at least 100 
hours of education, 
including workshops, 
seminars, supervised 
practice, written exams 
and skills testing. TT is 
an intervention that 
identifies and corrects 
the energy imbalances 
by the practitioners’ 
passing their hands 
There was a 
significant 
decrease in the 
number of 
physically 
nonaggressive 
behaviors 5 days 
after intervention. 
The TT group 
displayed 
significantly 
greater decreases 
in the frequency 
of these behaviors 
than did the other 
groups. The 
behaviors that 
were included in 
this group were 
pacing, 
repetitious 
movements and 
general 
restlessness.  
The presence of 
others may 
explain the 
reduction in the 
TT group 
because someone 
was present 
every evening 
for 5 consecutive 
days. The most 
common needs 
of persons with 
dementia are for 
social and 
physical 
stimulation. 
Using TT can 
help calm the 
agitated person 
and enhance the 
communication 
during the visit 
between the 
resident and 
therapist. Using 
TT can help 
calm the agitated 
person and 
enhance the 
communication 
during the visit.  
TT may not be 
appropriate for 
all situations or 
all types of 
behaviors. 
Additional 
research is 
needed to 
overcome the 
limitations in 
this study, such 
as small sample 
size, reliance on 
a number of 
different staff 
nurses who may 
not know the 
resident, and 
the need to 
examine other 
behaviors.  
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by the 
resident’s 
nurse of 
consistent 
agitated 
behavior 
during the past 
month or a 
history of 
agitated 
behavior.  
several inches above the 
patient’s body. TT can 
be taught to family 
members, staff and 
volunteers. Often, 
family members and 
volunteers are unsure 
how to react when 
agitated behaviors are 
displayed. Over the 5-
day period, each 
resident in the TT group 
received their 
treatments from two 
different practitioners 
and the simulated 
groups received their 
treatments from two 
different volunteers.  
Wang, K. I. 
(2006). Pilot 
study to test 
the effect-
tiveness of 
Healing 
Touch on 
agitation in 
people with 
dementia. 
Geriatric 
Nursing, 
27(1), 34–40.  
To assess 
the effect-
tiveness of 
Healing 
Touch (HT) 
in lowering 
agitation 
levels of 
residents 
with 
dementia 
The Dementia 
Special Care 
Unit (DSCU), 
an 18-bed 
secured unit at 
the Bob Stump 
Department of 
Veterans 
Affairs 
Medical 
Center in 
Prescott, 
Arizona, for 
CMAI The assessment of 
residents was conducted 
by 1 LPN in a blinded 
fashion; she was not 
aware of which 
residents were in the 
intervention group or 
when the application of 
the intervention was 
taking place. She used 2 
HT techniques, 1 of 
which is off the body 
(Unruffling), the other 
The intervention 
group 
demonstrated a 
significant 
decrease in 
agitation during 
the first 2 weeks 
of intervention 
and at 7 and 8 
weeks. 
Healing Touch 
may be an 
effective 
intervention for 
decreasing 
agitation in 
persons with 
dementia.  
The exact effect 
of HT may be 
confounded by 
other factors. 
During the 
treatment, the 
patient was 
given “extra 
attention” and 
the sensation of 
human touch. 
The treatment 
also consisted 
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veterans with 
dementia was 
used. There 
were 14 
residents, all of 
whom were 
men. These 
residents were 
at varying 
levels of 
physical and 
mental 
functioning, 
and all carried 
a diagnosis of 
dementia. The 
6 patients who 
achieved 
higher scores 
of agitation-
related 
behaviors on 
the CMAI 
comprised the 
treatment 
group. The 
remaining 8 
patients with 
lower CMAI 
scores were 
placed in a 
control group 
of usual care. 
involves holding the 
head in a set sequence 
of steps (Modified Mind 
Clearance). The 
duration of each HT 
sessions was a max of 
10 minutes, and 1 
session occurred per 
patient per day for 4 
weeks. HT is a 
multilevel program that 
moves from beginning 
to advanced practice. 
Once the certificate 
program requirements 
are achieved, an 
individual is eligible to 
apply for certification 
from HTI. An 
individual certified as a 
Healing Touch 
practitioner must have 
completed the 5 
progressive stages in 
instruction and meet 
requirements for 
certification of which 1 
portion is an 
experiential mentored 
program.  
of a period of 
controlled 
relaxation and 
the general 
belief that 
something was 
being 
administered 
for the patient’s 
welfare. A 
further 
confounding 
variable may 
exist in the fact 
that all patients 
were men and 
the HT 
practitioner was 
a woman.  
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Holliday-
Welsh, D. M., 
Gessert, C. 
E., & Renier, 
C. M. (2009). 
Massage in 
the manage-
ment of 
agitation in 
nursing home 
residents with 
cognitive 
impairment. 
Geriatric 
Nursing, 
30(2), 108–
117.  
To examine 
the 
potential of 
massage to 
reduce 
agitation in 
cognitively 
impaired 
nursing 
home 
residents.  
The study was 
conducted in 2 
skilled nursing 
facilities in 
northeastern 
Minnesota. To 
be included in 
the study, 
subjects had to 
be over age 60; 
have cognitive 
impairment, as 
defined by 
MDS Item B4; 
either “2. 
Moderately 
Impaired” or 
“3. Severely 
Impaired”; and 
have a history 
of agitated 
behavior, as 
defined by 
MDS Item 
B5d: “Periods 
of restlessness: 
Behavior 
present,” or as 
confirmed by 
the nursing 
facility staff.  
Minimum 
Data Set 
(MDS), 
which 
measures 
wandering, 
verbally 
agitated/ 
abusive, 
physically 
agitated/ 
abusive, 
socially 
inappro-
priate/ 
disruptive, 
and resists 
care. 
Massage therapy was 
provided on 6 separate 
days during a 2-week 
intervention period. The 
massage was provided 
during the 1-hour 
window previously 
identified for each 
resident and lasted for 
10–15 minutes. The 
subject’s agitation was 
assessed during a 1-
minute period 
immediately before the 
onset of the massage 
and then at 5-minute 
intervals. At the 
conclusion of the 
massage intervention, a 
final 1-minute 
observation was made. 
Agitation was also 
observed at 7 days and 
14 days following the 
final massage 
intervention.  
4 of 5 disruptive 
behaviors 
associated with 
cognitive 
impairment were 
decreased during 
the massage 
intervention and 
that the decrease 
was still observed 
at follow-up. The 
observed effect of 
massage was 
most significant 
in those behaviors 
that were 
common in the 
sample: 
wandering, 
verbally agitated 
behavior, and 
physically 
agitated behavior. 
No effect was 
observed on 
socially disruptive 
behavior.   
Although 
massage may be 
effective in 
selected patients, 
management of 
agitation should 
be 
individualized, 
starting with an 
assessment of 
the physical or 
environmental 
factors that may 
be the causes or 
triggers for the 
agitation. The 
physical effects 
of massage may 
be less important 
than the process 
of massage, 
which involves 
focused one-on-
one interaction, 
nonverbal 
communication 
and connection, 
and simple 
human touch, all 
of which may 
counteract 
isolation.  
None of the 
study 
participants 
were minorities. 
In addition, the 
number of 
subjects 
included was 
inadequate for 
analysis of 
many factors. 
The study was 
designed to 
identify adverse 
responses to 
massage 
therapy but rare 
adverse 
responses may 
have gone 
undetected in a 
study of that 
size.  
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Suzuki, M., 
Tatsumi, A., 
Otsuka, T., 
Kikuchi, K. 
Mizuta, A., 
Makino, K., 
Kimoto, A., 
Fujiwara, K., 
Abe, T., 
Nakagomi, 
T., Hayashi, 
T., & 
Saruhara, T. 
(2010). 
Physical and 
psychological 
effects of 6-
week tactile 
massage on 
elderly 
patients with 
severe 
dementia. 
American 
Journal of 
Alzheimer’s 
Disease and 
Other 
Dementias, 
25(8), 680–6.  
The 
purpose of 
the study 
was to 
clarify the 
effects of a 
6-week 
tactile 
massage on 
changes in 
physical 
and mental 
function, 
symptoms 
of 
behavioral 
and psych-
ological 
symptoms 
of dementia 
(BPSD) 
among 
elderly 
patients 
with 
dementia.  
The study was 
conducted with 
elderly patients 
who had been 
diagnosed with 
dementia and 
were 
hospitalized in 
a specialist 
dementia ward 
(100 beds). 
The period of 
study was 
September 28, 
2009 to 
November 6, 
2009. 
Participants 
were divided 
into an 
intervention 
group 
receiving 
tactile massage 
and a control 
group 
receiving 
normal care 
with no tactile 
massage; 20 
people were 
included in 
each group. 
MMSE, 
Gottfries-
Brane-
Steen scale 
(GBS), 
Behavior 
Pathology 
in Alz-
heimer’s 
Disease 
Rating 
Scale 
(BEHAVE-
AD) 
Ward nurses and 
collaborating nurse 
researchers participated 
in a 2-day tactile 
massage training 
course. After learning 
the techniques, they 
each performed 30 
tactile massage sessions 
for a participant in the 
intervention group 
during the intervention. 
Tactile massage is a 
hand technique of the 
Japan Sweden 
Institute’s tactile Care 
Course. A further 
session, conducted by a 
tactile care specialist 
trainer, was held 
immediately before the 
beginning of the period 
of study, to ensure that 
nurses’ hand techniques 
were consistent. 
Tactile massage 
sessions were conducted 
away from other 
patients, in a quiet space 
or private room on a 
different ward.    
In the control 
group, the mean 
scores for 
“intellectual” and 
“emotional 
function” score 
decreased 
significantly after 
6 weeks; 
however, no 
change was 
observed in the 
tactile massage 
group. Both the 
“aggressiveness” 
score decreased 
significantly after 
6 weeks in the 
tactile massage 
group.   
The results 
suggest that 
tactile massage 
reduces 
aggressiveness 
and stress level 
in patients with 
dementia. 
Elderly patients 
with severe 
dementia often 
have trouble 
communicating 
and the study 
suggests that 
using tactile 
massage as a 
nonverbal 
communication 
tool helps 
deepen mutual 
understanding 
between the 
patient and 
nurse. The 
fundamental 
connection of 
warm hand-to-
hand contact 
with nurses may 
be a method of 
nonverbal 
communication 
Small sample 
size; fact that 
the participants 
were elderly 
patients with 
severe dementia 
meant that some 
participants had 
to withdraw 
from the study 
midway 
because of 
worsening 
complications 
and other 
reasons.   
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The 
intervention 
group received 
tactile massage 
5 times a week 
for 6 weeks for 
a total of 30 
times. The 
control group 
did not receive 
tactile massage 
but partici-
pated in 
regular 
activities, such 
as ordinary 
music therapy 
or occupa-
tional therapy.  
that can be used 
to restore a sense 
of human-ness in 
elderly patients 
with severe 
dementia. 
Systematic Review 
The systematic review by Viggo Hansen, Jorgensen, & Ortenblad (2006) assessed the effects of a range of massage and touch therapies 
on conditions associated with dementia, such as anxiety, agitated behavior and depression. The authors sought to identify any adverse 
effects and provide recommendations about future trials. The authors identified trials from a search of the Specialized Register of the 
Cochrane Dementia and Cognitive Improvement Group and general and specific literature databases. Patient and therapist organizations 
were contacted. Randomized controlled trials in which massage or touch intervention was given to persons living with dementia of any 
type, compared with other treatments or no treatment, and in which effect parameters included measures of behavioral problems, 
caregiver burden, emotional distress or cognitive abilities, were eligible for inclusion. The limited amount of reliable evidence available 
is in favor of massage and touch interventions for problems associated with dementia. Massage and touch may serve as alternatives or 
complements to other therapies for the management of behavioral, emotional and perhaps other conditions associated with dementia. 
More research is needed, however, to provide definitive evidence about the benefits of these interventions.  
In relation to occupational therapy, the incorporation of massage into treatment sessions has many benefits, including decreasing pain, 
increasing circulation, range of motion and reduction of scar tissue (Mackereth & Gale, 2004). Oftentimes, the desired results can also be 
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achieved through TENS units, ultrasound machines or electric stimulation, but these technologies are not always accessible in certain 
rural areas (Roberts, Parzen, & van der Kal, 2008). They also lack the element of human touch. Massage is also a cost-effective means to 
treatment because it can be taught to caregivers to ensure continuity of care (Mackereth & Gale, 2004). Massage in a therapy program 
also offers social-emotional benefits, such as the opportunity for successful interaction between the therapist/client or caregiver/client as 
well as decreasing agitation and improving overall mood (Mackereth & Gale, 2004). Massage is best incorporated as an adjunct during 
the individual occupational therapy intervention (Macakereth & Gale, 2004). The occupational therapist must be properly trained in the 
appropriate massage techniques from a licensed massage therapist in order to apply it appropriately on the patient. Massage in 
occupational therapy is primarily used to improve the physical limitations of the patients in order to assist them to improve their physical 
functioning so they become better able to engage in ADLs/iADLs (Mackaereth & Gale, 2004).  
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Activities 
Activity, both mental and physical, is a basic human need. Unfortunately, people with dementia have a very low rate of activity 
participation because they often lack the physical and cognitive abilities to initiate engagement. The boredom and isolation that result 
from inactivity lead to many of the behavioral symptoms exhibited by people with dementia (Josephsson et al., 2006).  
Four level 1 and 2 studies were reviewed. All of the studies described activity-based intervention groups. Activity-based interventions 
include cooking groups, reminiscence groups, arts & crafts and gardening. Some interventions consisted of only one activity, for 
example, cooking groups, while others encompassed a variety of activities. Individualized activities meant that the investigators chose 
from a list of potential activities and matched them to an individual’s interests and cognitive level, and these could take place either in a 
group or individually. Three studies included assessments related to the effect of individualizing the activities. All participants were in 
care homes, except for one study where some participants were recruited from a day center (Cohen-Mansfield, Parpura-Gill, & Golander, 
2006). No study required participants to have symptoms of agitation to be included.  
The participants in the study by Kovach, Taneli, Dohearty, Schlidt, Cashin, & Silva-Smith (2004) were from 13 long-term care facilities 
in the Midwest. Seven participants in the study were male and 71 were female. The mean age of the participants was 86.57 years. The 
participants in the study by Kolanowski, Litaker, Buettner, Moeller, & Costa (2011) were 128 cognitively impaired residents from nine 
nursing homes in Pennsylvania randomly assigned to activities adjusted to functional level, personality style of interest, functional level 
and personality style of interest, or active control. The participants were English speaking, aged 65 and older with a diagnosis of 
dementia. The participants in the study by Kolanowski, Litaker, & Buetter (2006) included 30 participants recruited from four nursing 
homes located in northeast and central Pennsylvania. The participants in the study by Cohen-Mansfield, Parpura-Gill, & Golander (2006) 
were 41 persons from six adult day centers and 52 residents in two nursing homes in the Washington, DC metropolitan area. The 
participants were older than 65 years old, had a diagnosis of dementia, resided in a nursing home or attended a senior day center for at 
least 2 months. The overall population in these studies was in care homes and/or nursing homes and consisted of older adults with a 
diagnosis of dementia. 
Two high-quality papers did not find any additional effects of individualizing activities (Kolanowski, Litaker, Buettner, Moeller, & 
Costa, 2011; Kolanowski, Litaker, & Buetter, 2006), although one lower-quality paper did (Cohen-Mansfield, Parpura-Gill, & Golander, 
2006). Standard activities reduced emergent (new-onset) symptoms of agitation, and decreased agitation in care homes during the time 
they were in place.  
Overall, activity-based interventions in care homes reduce emergent agitation and decrease symptomatic agitation in participants during 
the actual intervention. Individualizing activities does not appear to make significant additional reductions in agitation. There is no 
evidence for those who are severely agitated or who are not in care homes. Participation in activities relate to the overall well-being in 
older adults with dementia. Being engaged in an activity may fill a void, enable participants to maintain social roles, enable positive 
expression, reduce frustrations and enhance continuity of self-identity and feelings of connectedness (Kolanowski, Litaker, & Buetter, 
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2006). Therefore, occupational therapy interventions with people with dementia should include engagement in activities for the 
individuals. The activity need not be a structured group activity. Task oriented activities such as household chores or preparing food may 
be examples of purposeful activities that people may enjoy. It is not the end product that is important but the opportunity to engage in the 
activity. Activity is essential to human existence, health and well-being (Stav, Hallenen, Lane, & Arbesman, 2012). The urge to engage in 
activity that is purposeful and meaningful is a basic human drive (Stav, Hallenen, Lane, & Arbesman, 2012). To be effective, activities 
must draw on remaining abilities and knowledge, be meaningful, simple but entertaining (Stav, Hallenen, Lane, & Arbesman, 2012). 
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Behavioral Management  
(there are quite a handful of studies on behavioural management in dementia so I have provided a succinct summary from three reviews) 
Review 
The findings from three reviews (Gitlin, Winter, Dennis, Hodgson, & Hauck, 2010; Gitlin, Kales, Lyketsos, 2012; Oliveira et al., 2015) 
provide some support for behavior management techniques as effective interventions for addressing behavioral symptoms of dementia. 
However, mixed study results, the variety of specific interventions, and methodological concerns in many studies suggest that, though 
behavior management techniques are promising interventions for the treatment of behavioral symptoms of dementia, additional research 
with carefully assessed outcomes is warranted to replicate results across research labs and settings. 
Most articles presenting behavioral techniques are case reports. Behavior management techniques include a wide variety of behavioral 
interventions, such as functional analysis of specific behaviors (e.g., establishing how behaviors or responses are influenced by stimuli), 
token economies (e.g., systems of positive reinforcement for behaviors), habit training (e.g., reinforced learning of habits related to 
activities of daily living), extinction (i.e., withholding of positive reinforcement during inappropriate behavior), differential reinforcement 
(i.e., reinforcing either quiet behavior or behavior that is incompatible with the inappropriate behavior, or successive approximations to 
desired behavior), stimulus control (teaching an association between a stimulus/cue and behavior), progressive muscle relaxation, 
communication training, behavioral or cognitive-behavioral therapy, and various types of individualized behavioral reinforcement 
strategies. These interventions can be implemented directly with the patient or taught to caregivers to implement with the patient. The 
majority of the studies reported a reduction in problem behavior. However, some of the studies reported no effect, and others required an 
additional procedure (instruction in positive statements in addition to extinction) to produce an effect.  
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Combined Nonpharmacological Interventions 
Chen, R. C., 
Liu, C. L., 
Lin, M. H., 
Peng, L. N., 
Chen, L. Y., 
Liu, L. K., & 
Chen, L. K. 
(2014). Non-
pharmaco-
logical 
treatment 
reducing not 
only 
behavioral 
symptoms, 
but also 
psychotic 
symptoms of 
older adults 
with 
dementia: A 
prospective 
cohort study 
in Taiwan. 
Geriatrics & 
Gerontology 
International, 
14(2), 440–
446. 
The aim of 
the study 
was to 
examine 
the clinical 
effective-
ness of 
non-
pharma-
cological 
interven-
tions on 
behavioral 
and 
psycholo-
gical 
symptoms 
of 
dementia 
(BPSD) 
among 
older 
Chinese 
with 
dementia. 
Prospective 
cohort study 
recruiting 
residents living in 
the dementia care 
units of two 
veteran homes in 
northern Taiwan. 
All participants 
were aged 65 
years and older 
with a confirmed 
diagnosis of 
dementia by DSM 
of Mental 
Disorders, 4th 
edition, but 
residents with 
dementia as a 
result of TBI were 
excluded from the 
study. Residents 
and/or their 
surrogates who 
consented to 
participate in the 
intervention were 
enrolled for study. 
Participants living 
in the dementia 
care units of 
Neuropsychiat
ric Inventory 
(NPI) was 
used for 
evaluation of 
behavioral and 
psychological 
symptoms. 
The NPI score 
address 12 
behavioral 
disturbances, 
such as 
delusion, 
hallucination, 
agitation, 
dysphoria, 
anxiety, 
euphoria, 
apathy, 
disinhibition, 
irritability, 
aberrant motor 
activity, 
nighttime 
behavioral 
disturbances 
and eating 
disturbances.  
A fixed schedule 
regimen with 
combinations of various 
non-pharmacological 
interventions was 
developed, including 
music therapy once a 
week in small groups of 
10–15 participants each 
session, and orientation 
training, exercise and 
art-cognitive activities 
also taking place once a 
week. All non-
pharmacological 
interventions were 
delivered by trained 
occupational therapists. 
Participants of the 
intervention group 
received the 
intervention program as 
well as an educational 
program for caring staff 
regarding dementia 
care, whereas the 
reference group only 
received the staff 
education. Basically, all 
study subjects would 
participate in all 
Out of 153 
residents living in 
the dementia care 
units, 104 were 
eligible for study, 
with 51 residents 
in the intervention 
group and 53 in 
the reference 
group. The 
intervention 
group had a more 
significant 
reduction than the 
reference group in 
the overall NPI 
score and in the 
subcategories of 
delusion, 
hallucination and 
agitation. 
Multivariate 
analysis showed 
that the non-
pharmacological 
intervention was 
associated with a 
favorable 
outcome in 
overall NPI score. 
Article did not 
The results 
of the study 
clearly 
showed that 
an organized 
non-
pharmaco-
logical 
intervention 
program is 
effective in 
managing 
BPSD, both 
outward and 
intrinsic 
symptoms.  
Study was not 
a randomized 
controlled 
design so it 
might not have 
completely 
controlled for 
selection bias. 
Also, the 
increased 
interaction of 
the participants 
and the 
research staff 
might cause a 
confounding 
effect that 
could lessen 
the 
“therapeutic” 
effects of the 
non-
pharmacolo-
gical 
intervention 
programs.  
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Taipei Veteran 
Home were 
assigned as the 
intervention 
group and 
participants living 
in the dementia 
care units of 
Taoyuan Veteran 
Home were 
assigned as the 
reference group. 
activities unless they 
were not able to because 
of physical conditions. 
The frequency of 
interventions for the 
study group was twice a 
week for 12 weeks.   
mention how long 
the changes 
lasted. 
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Appendix C: Music Preferences 
*Note: The music preferences may need to be adapted for a range of cognitive response 
styles 
How much do you like music on a scale of 1 (extreme dislike) to 5 (extreme like)? 
Extreme 
Dislike 
1 
Dislike 
 
2 
Neutral 
 
3 
Like 
 
4 
Extreme  
Like 
5 
                                               
What is your favorite genre of music? Ex. Classical, pop, rock, oldies, blues, jazz, folk, 
country, hip-hop, etc. 
    
 
   
 
Do you know how to play an instrument? If so, which one? 
Do you have a past history of singing, playing music or making music? If so, please 
describe. 
List 5 of your favorite songs. 	
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Please rank each activity below on your preference on a scale of 1 (least preferred) to 3 
(most preferred): 
Sing along                    
 
Play an instrument      
 
Listen to music           
 
Least Preferred  
1 
	
Preferred 
2 
	
Most Preferred 
3 
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Appendix D: Example of a Music Session 
Prior to the first group session, the occupational therapist will interview each 
participant to determine his or her preferred choice of music, which will help shape the 
intervention. Based on the interview, the occupational therapist will compile a list of 
popular songs that all the participants will be familiar with. The occupational therapist 
will begin the music therapy session by greeting the participants with songs. The clients’ 
preferred songs will be played on disc and the therapist will smile at each client who 
enters, make eye contact and welcome them to the group by stating their name. The 
clients will be encouraged to greet each other by verbalizing a greeting following by the 
person’s name.  
The participants will be gathered in a circle in order for everyone to face each 
other. The participants will be encouraged to decide among themselves which favorite 
song will be played during that session. The therapist will then provide a choice to the 
participants as to whether they should sing along to the song together first or play an 
instrument. If the participants choose to play instruments first, each participant will be 
presented with a box of rhythm instruments from which he or she will be directed to 
choose one. The therapist will then demonstrate how to play the instrument. The therapist 
will then encourage the participants to decide whether to play the instrument individually 
or collectively. The participants will be encouraged to play the instruments to follow the 
beat of the songs.  
The therapist will encourage communication and social interaction among the 
participants by verbally prompting them to engage in conversation with one another 
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about the songs and any feelings and/or thoughts that the songs may have provoked. The 
therapist will facilitate the discussion by asking prompting questions and ensuring that 
everyone is given the opportunity to engage in discussion. Examples of prompting 
questions include ‘Did any of the songs bring back any memories of old times?,’ ‘Which 
song was your favorite and why?,’ ‘How did you feel playing the instrument?,’ ‘How did 
this music session make you feel?’  
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Appendix E: History with Animals 
Did you used to have any pets before? If so, what? 
Have you ever had a negative encounter with an animal? If so, please describe. 
What is your comfort level with dogs on a scale of 1 (extreme discomfort) to 5 (extreme 
comfort)? 
Extreme 
Discomfort 
1 
Discomfort 
 
2 
Neutral 
 
3 
Comfort 
 
4 
Extreme  
Comfort 
5 
                                            
What is it about dogs that you really like? 
Please rank each activity below on your preference on a scale of 1 (least preferred) to 5 
(most preferred): 
Play with the dog        
Pet the dog                 
Feed the dog treats     
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Talk to the dog          
Brush the dog           
Least Preferred  
1 
	
Preferred 
2 
	
Neutral 
3 
	
Preferred 
4 
	
Most Preferred 
5 
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Appendix F: Massage Experience   
Have you ever received a massage? If so, please describe your experience. 
When was the last time you received a massage? 
What was the reason for getting the massage? Relaxation, pain relief or something else? 
                       
Was the session effective either in relaxing you or relieving pain? If not, why? 
 
 
How comfortable did you feel having someone touch you on a scale of 1 (extremely 
uncomfortable) to 5 (extremely comfortable)?  
Extremely 
Uncomfortable 
1 
Uncomfortable 
 
2 
Neutral 
 
3 
Comfortable 
 
4 
Extremely  
Comfortable 
5 
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Appendix G: Activities Preference 
List activities that you enjoy doing. 
Why do you enjoy doing that particular activity you listed? 
Do you feel most productive in the morning, early afternoon, late afternoon or evening? 
Do you prefer an activity that involves making things with your hands, seeing things with 
your eyes, smelling things with your nose, tasting things with your mouth or a 
combination of the above? 
       
How does participating in a preferred activity make you feel? 
Relaxed/Calm  
Happy  
Nervous/Anxious  
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Confused  
Sad      
Angry 
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Appendix H: Logic Model 
 Inputs Problem Activities Outcomes 
 Resources Theory Outputs          
 
 
 
 
 
 
 
 
 
 
 
 
 
Program Participants 
 
Persons with mild to moderate 
dementia displaying behavioral 
disruptions in a skilled nursing 
facility  
 
 
Program Resources 
- Staffing: 1 occupational 
therapist, 1 animal-assisted 
specialist, 1 massage 
therapist, 2 level II fieldwork 
students 
- Funding: Funding will be 
sought from local, state, and 
national organizations 
focusing on dementia, 
geriatric care, animal-assisted 
therapy, massage therapy, 
and music therapy 
- Facility: Day room in the 
skilled nursing facility and 
private rooms 
 
External/Environmental Factors: (facility issues, economics, public health, politics, community resources, or laws and regulations) 
- Availability of staff    - Need to build champions/key stakeholders    - Small space for program    - Incidence of behavioral disruptions in 
persons with dementia in nursing homes has increased related to risk factors    - Increasing aging population    - Medicare/Medicaid paying for 
group sessions 
 
Nature of the 
Problem 
- Behavioral 
disruptions 
decrease the 
overall quality 
of life in 
persons with 
dementia 
- Fear or a sense 
of loss of 
control 
- Lack of 
meaningful 
activities 
- Unmet 
psychological 
needs 
 
Program 
Theory 
 
Person-centered 
care approach 
 
Interventions & 
Activities 
 
- Various evidence-based 
interventions with 6–8 
residents in groups and 
individual sessions for 
six weeks 
- Music therapy, animal-
assisted therapy, 
massage, activities-
based interventions, 
behavioral management, 
and combination 
therapies 
 
Short-Term 
Outcomes 
 
-  Reduced 
behavioral 
disruptions 
-  Engagement 
in 
intervention 
 
 
 
Intermediate 
Outcomes 
 
-  Decreased level 
of fear or sense 
of loss of control 
-  Increased 
engagement in 
meaningful 
activities 
-  Psychological 
needs are met 
Program Outputs 
 
-  Number of participants 
-  Therapist(s) time 
required 
 
 
Long-Term 
Outcomes 
 
Improved quality 
of life in persons 
with dementia 
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Appendix I: Executive Summary 
CONNECTIONS: INTERVENTIONS TO PROMOTE SOCIALIZATION AND 
ENGAGEMENT AMONG PEOPLE WITH DEMENTIA 
Although memory loss and cognitive deficits are the defining symptoms of 
dementia, behavioral disruptions are the most difficult aspect of ongoing care (Gormley, 
Lyons, & Howard, 2001). Behavioral disruptions are highly prevalent, affecting almost 
all persons with dementia at some point during the course of their illness (McConnell, 
2014). Behavioral disruptions may include verbal agitation such as yelling, physical 
disturbances such as striking a nursing staff/caregiver, repetitive behaviors such as 
repeating a sound, a word, a question, or an action (for example, tapping fingers), 
wandering or acts of sexual disinhibition such as inappropriate touching of self and others  
(Braun & Kunik, 2004). These behavioral disruptions in persons with dementia are 
commonly associated with decreased quality of life in the persons with dementia and 
their caregivers (Fauth, Zarit, Hofer & Stephens, 2006).  
Lack of meaningful activities, unmet psychological needs and fear or sense of loss 
of control are hypothesized to exacerbate behavioral disruptions in persons with dementia. 
Connections is based on the person-centered care approach. Kitwood (1997a), pioneer of 
the person-centered approach to care for persons with dementia, proposed the term 
“personhood” to raise awareness of the importance of respect in caregiver relationships. 
Kitwood developed a model of psychological needs and well-being in dementia 
(Kaufmann & Engel, 2014). He stated that people with dementia, like all people, have 
five psychological needs: attachment, comfort, identity, inclusion and occupation.	
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According to the Dementia Initiative (2013), personhood can be defined as “a 
standing or status that is bestowed upon one human being, by others, in the context of 
relationship and social being…implying recognition, respect and trust,” (p. 4) while the 
aim of dementia care is “to maintain personhood in the face of the failing of mental 
powers” (p. 10). The person-centered approach emphasizes three core values: every 
person has his/her own philosophy of life; every person continues to have strengths; and 
that people with dementia may be best served if others can “enter the world” of the 
person living with dementia (Vesselinova, 2013).  
Recent research provides evidence that untreated behavioral symptoms are 
associated with faster disease progression and decreased quality of life in persons with 
dementia (Rabins et al., 2011). The main focus of dementia care should be on improving 
overall well-being and addressing the needs of the person with dementia, even when 
those needs are not obvious or articulated. An extensive review of research on various 
non-pharmacological treatment options to reduce behavioral disruptions in persons with 
dementia was conducted to identify interventions with promising results. Six approached 
were identified: music therapy, animal-assisted intervention, massage and touch, 
activities, behavioral management and combination therapies incorporating two or more 
therapies. Although numerous research studies document the benefits of non-
pharmacological, there is a need for further reliable and valid data before the efficacy of 
these approaches is more widely recognized. 
Connections includes a series of different interventions that will be provided in a 
skilled nursing facility over the course of six weeks for residents with mild to moderate 
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dementia, as measured by the Mini-Mental State Examination (MMSE). Connections will 
aim to decrease behavioral disruptions in persons with mild to moderate dementia 
through social connection and engagement in activity. It will address the unmet 
psychological needs in people with dementia, such as fear or a sense of loss of control, 
lack of meaningful activities, loneliness and a lack of social interaction.  
The six-week intervention program will consist of various groups and activities 
where the residents will engage in them throughout the week for six weeks. Connections 
will consist of various interventions with 6–8 residents. Each intervention will be 
provided separately, twice a week for a total of six weeks. 
The MMSE is a standard examination that will be completed for all residents 
upon entering the skilled nursing facility. If the MMSE was completed in the last six 
months, the occupational therapist will review the record. If the MMSE was completed 
more than six months ago, the occupational therapist will implement the MMSE to 
determine which residents are appropriate for the intervention program. The Cohen-
Mansfield Agitation Inventory (CMAI) and the Neuropsychiatric Inventory (NPI) will be 
used as pre- and post- assessment to capture the outcome that the intervention program is 
trying to achieve, which is to minimize behavioral disruptions. 
Connections will incur expenses during the planning, implementation and 
dissemination stages of development, most of which include personnel and equipment. 
The anticipated expenses total $6,390. Potential funding sources to cover the anticipated 
expenses may include state, national, foundation, corporation, bank, and crowdsourcing 
options. The anticipated expenses for dissemination total $4,956. The primary audience 
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for Connections is skilled nursing facility administrators and rehab directors. The 
secondary audience for Connections is other occupational therapists who may want to 
replicate the intervention program in their facilities. Written information (pamphlets, 
executive summary, email, poster, non-peer reviewed journal article, and peer reviewed 
journal article) electronic media (presentations and social media sites), and person-to-
person contact (individual meetings) will be ways to reach each target audience. The 
outcome of the dissemination plan would be for administrators to “buy-into” the program 
and for other occupational therapists to implement the program in long-term care 
facilities with people with dementia.  
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Appendix J: Fact Sheet 
Connections: Interventions to 
Promote Socialization and 
Engagement Among People with 
Dementia 
 
Pola Ham, MS, OTR/L 
OTD Candidate 
_________________________________________________________________________ 
Connections: Interventions to Promote Socialization and Engagement Among People with 
Dementia is a program guided by a person-centered care philosophy that utilizes an evidence-
based approach. It aims to decrease behavioral disruptions in persons with dementia through 
engagement in activity and social connection. 
______________________________________________________________________________ 
Dementia at a Glance 
 
• Worldwide, the numbers of persons with dementia 
are expected to double every 20 years; by 2040, it is 
estimated that 81.1 million people will be affected 
by dementia (Ferri et al., 2006). 
• Although memory loss and cognitive deficits are the 
defining symptoms of dementia, behavioral disruptions are the most difficult aspect of 
ongoing care (Gormley, Lyons, & Howard, 2001).  
• Behavioral disruptions are highly prevalent, affecting almost all persons with dementia at 
some point during the course of their illness (McConnell, 2014). 
______________________________________________________________________________ 
Behavioral Disruptions 
 
Behavioral disruptions may include verbal agitation such 
as yelling, physical disturbances such as striking a nursing 
staff/caregiver, repetitive behaviors such as repeating a 
sound, a word, a question, or an action (for example, 
tapping fingers), wandering or acts of sexual disinhibition 
such as inappropriate touching of self and others (Braun & 
Kunik, 2004).  
______________________________________________________________________________ 
Person-Centered Care Philosophy 
 
• Kitwood (1997a), pioneer of the person-centered approach to care for persons with 
dementia, strongly emphasized that, “person-centered care is founded on the ethic that all 
human beings are of absolute value and worthy of respect, no matter their disability, and 
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on a conviction that people with dementia can live fulfilling lives” (Dementia Initiative, 
2013, p.12). 
• The person-centered care approach helps the provider engage the person with dementia in 
enjoyable experiences and can be an effective way of preventing and managing 
behavioural symptoms associated with dementia (Chenoweth et al., 2009). 
______________________________________________________________________________ 
Connections 
 
• Connections includes a series of different daily 
interventions with 6–8 residents with mild to moderate 
dementia residing in a skilled nursing facility. 
• Each intervention will be provided separately, twice a 
week for a total of six weeks. 
• Music therapy, animal-assisted therapy, massage, 
activities-based interventions, behavioral management and 
combination therapies incorporating two or more of these interventions 
• Non-pharmacological interventions show the most promise in reducing behavioral disruptions 
when the residents are provided with the opportunity for social connection and engagement in 
activity. 
________________________________________________________________________________________________________________________________________________ 
Impact on Provisions of Occupational Therapy Services  
 
• Occupational therapy practitioners, who are well trained  
to deliver person-centered care, are well situated to  
provide non-pharmacological interventions that reduce  
behavioral disruptions and improve the overall quality  
of life in persons with dementia.  
• Connections reflects evidence-based research on effective 
interventions that occupational therapist may use to reduce 
behavioral disruptions in persons with dementia. 
• Social engagement and engagement in activity are essential features that are proven to reduce 
behavioral disruptions and improve the quality of life in persons with dementia.  	
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